





E are glad you raised the question of 

accuracy, Doctor, in connection with the 
new G-E Electrocardiograph. It is a point 
which merits emphasis. 

In most fine modern instruments — includ- 
ing our electrocardiograph — years of expe- 
rience in building, tireless effort, and exhaustive 
research are reflected in improved design. 
Just look about you. That telephone you are 
using is certainly better, even if smaller, than 
its bulky predecessors; that watch on your 
wrist is no less accurate because of its more 
convenient size and shape. 

The new G-E Electrocardiograph, while re- 
taining the time-tested basic principle of the 
universally respected older model, is more 
readily portable, simpler to operate — yes, 
and considerably lower in price. From every 
standpoint it is a better instrument. It places 
consistently accurate electrocardiography 
within the reach of the average practitioner; 
gives him a really dependable apparatus for 


which he will have daily need; offers an in- 


HOW ABOUT ITS 
ACCURACY ? 


vestment in diagnostic equipment which will 
prove to.be sound. 

The whys and wherefores of the superiority 
of this electrocardiograph over its contempo- 
raries are told in an easy-to-read, interesting 
booklet. Send for your copy, and at the same 
time make the initial move toward a private 
demonstration of the G-E Electrocardiograph. 
Mail the handy coupon—today. 


-r—-NO OBLIGATION INCURRED-—4 


F-27 
Send me your booklet 7P-215 which describes | 
the new G-E Electrocardiograph, and have your | 
local representative arrange with me for an l 
early showing of the instrument in my office. 
l 





Address 


GENERAL &) ELECTRIC 
X-RAY CORPORATION 


CHICAGO, ILLINOIS 





2012 JACKSON BLVD. 
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Endorsement 


OF SOUND OBJECTIVES 


HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 
1956-57 


American Hospital Supply Corp. 


Chicago, Ill. 


American Laundry Machinery Co, Cincinnati, Ohio 


American Sterilizer Co. 
Angelica Jacket Co. 
Applegate Chemical Co. 
Armstrong Cork Products Co. 


H. W. Baker Linen Co. 
Bard-Parker Co., Inc. 
Becton, Dickinson & Co. 
Frank S. Betz Co. 
The Burrows Company 
Clark Linen Co. 
Clay-Adams Co. 
Warren E. Collins, Inc. 
Crane Co. 
Cutter Laboratories 
F. A. Davis Co. 
Davis & Geck, Inc. 
. A. Deknatel & Son, Inc. 
ePuy Manufacturing Co. 
Eisele & Co. 


Faultless Caster Co. 

Finnell System, Inc. 

J. B. Ford*Sales Co. 

General Electric X-Ray Corp. 
General Foods Sales Co., Inc. 
Glasco Products Co. 

Frank A. Hall & Son 
Heidbrink Co. 

Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 

Hobart Mfg. Co. 
Holtzer-Cabot Elec. Co. 
Hospital Equipment Corp, 
Hospital Liquids 

Hospital Management 
Hospital Topics & Buyer 
Huntington Laboratories, Inc. 
International Nickel Co., Inc. 
amieson, Inc. 

arvis & Jarvis, Inc. 

Johnson & Johnson 

H. L. Judd Co., Inc. 

Henry L. Kaufmann & Co, 
Kelley-Koett Mfg. Co. 
Kenwood Mills 

The Kent Co., Inc. 

Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 
Marvin-Neitzel Corp. 
Massillon Rubber Co. 
Meinecke & Co. 

The Mennen Co. 


J 





rie, Pa. 


New York City 
Danbury, Conn. 
Rutherford, N. J. 
Hammond, Ind. 
Chicago, Ill. 
Chicago, IIl. 
New York 
Boston, Mass. 
Chicago, Ill. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, N. Y. 
Long Island, N. Y. 
Warsaw, Ind. 
Nashville, Tenn. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 
New York et 
Chicago, Ill. 
New York City 
Minneapolis, Minn. 
St. Louis, Mo. 
Batesville, Ind. 
Troy, Ohio 
Boston, Mass. 
New York City 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
Huntington, Ind. 
New York City 
Chicago, Ill. 
Palmer, Mass. 


New Brunswick, N. J. 


New York City 
Boston, Mass. 
Covington, Ky. 
Albany, N. Y. 
Rome, N. Y. 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York City 
Newark, N. J. 


Midland Chemical Laboratories, Inc. Dubuque, lowa 


Modern Hospital Publishing Co. 
Morris Supply Co. 

National Lead Co. 

Physician’s Record Co. 

Puritan Compressed Gas Corp. 
Refinite Co. 

Rhoads & Co. 

Rolscreen Co. 

Will Ross, Inc. 

W. B. Sanders Co. 

Savory Appliance, Inc. 
Scanlan-Morris Co. 

F. O. Schoedinger 

Schwartz Sectional System 

Ad. Seidel & Sons 

John Sexton & Co. 

The Simmons Co. 

Snow-White Garment Mfg. Co. 
C. M. Sorenson Co., Inc. 
Spring Air 

E. R. Squibb & Sons 
Standard ra Co. 
Standard Electric Time Co. 
Standard Gas Equipment 
Standard Sanitary Mfg. Co. 
Stanley Supply Co. 
Thorner Brothers 


Troy Laundry Machinery Corp. 


Union Carbide Co. 


Chicago, Ill. 
New York City 
New York City 

Chicago, Ill. 

Kansas City, Mo. 
Omaha, Neb. 
Philadelphia, Pa. 
Pella, Iowa 
Milwaukee, Wis. 
Philadelphia, Pa. 
Newark, N. J. 
Madison, Wis. 
Columbus, Ohio 
Indianapolis, Ind. 

Chicago, Ill. 

Chicago, Ill. 

Chicago, Ill. 
Milwaukee, Wis. 


Long Island City, N. Y. 


Holland, Mich. 
Brooklyn, N. Y. 
Cleveland, Ohio 

Springfield, Mass. 

New York City 

Pittsburgh, Pa. 
New York City 
New York City 
New York City 


New York City 


Vestal Chemical Laboratories, Inc. St. Louis, Mo. 


Vitamin Products Co. 


C. D. Williams & Co. 
Williams Pivot Sash Co. 
Wilmot Castle Co. 
Wilson Rubber Co. 


Zimmer Manufacturing Co. 


6 


Milwaukee, Wis. 
Philadelphia, Pa. 
Cleveland, Ohio 
Rochester, N. Y. 
Canton, Ohio 
Warsaw, Ind. 





The endorsement by American Hospital Association and 
the Catholic Hospital Association of this organization’s 
purpose and objectives is a source of satisfaction and an 


incentive to accomplishment. 


The recognition of these two organizations in the sincer- 
ity and value of our efforts should prompt every hospital 
to also lend its support to the member companies of this 


association. 


These firms have continually, over a period of years, revolu- 
tionized hospital practice and procedure by their scientific 
contributions to successful hospital operation. In this as- 
sociation they combine their efforts to still further ac- 
complish this one common end. Individually and collec- 


tively they deserve your material encouragement. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 
ASSOCIATION 
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Note, in these micro-photos, that the sizing in this new 
Crinoline does not “pile up” at thread intersections, 
clogging up the mesh as in the ordinary fabric at the 


right. Every mesh, therefore, receives arid retains a 
maximum of Plaster of Paris. Each bandage delivers 
more plaster to the cast. Fewer bandages to handle, 
less crinoline used—time and material saved! 
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THAT IMPROVES 
PLASTER CAST TECHNIQUE 


By combining new ingredients into an entirely different type of sizing 
formula, the Lewis Manufacturing Co. has produced a plaster bandage 
crinoline with definitely improved characteristics. The new Crinoline 
makes possible the production of better casts and offers advantages that 
benefit the surgeon, the patient and the hospital. Casts made with 
this new Crinoline have the following advantages: 

DELIVERS MORE PLASTER TO THE CAST 

Because the meshes of this new Crinoline are not clogged by sizing, an 
appreciably greater amount of dry plaster is incorporated into the 
bandage. The wet plaster is held to the cloth in a firmer mechanical 
bond because of a more irregular sizing surface—more plaster is con- 
veyed to the cast. 

GREATER CAST STRENGTH 

This new Crinoline makes two new contributions to the two most im- 
portant factors governing cast strength. First, it is unique in offering 
no interference with a firm, hard set. Second, there is no viscous ma- 
terial in the sizing to impede the escape of excess water. Drying time 
is reduced to a minimum. The shorter drying time offers less oppor- 
tunity for the patient to put a strain on the still-damp cast, causing 
a structural defect that will later be a weakness in the dry cast. 


LEWIS MANUFACTURING CO. 


Division of THE KENDALL Company, Walpole Mass. 
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Hospital Management's 
EDITORIAL PLATFORM 


1. To elevate the standards of hospital 
practice. 

2. To help in bringing good hospital 
service within the reach of every man, 
woman and child. 

3. To help physicians, nurses, social 
workers, dietitians and others having to do 
with the care of the sick and injured. 

4. To assist trustees of hospitals in better 
understanding their duties, responsibilities 
and relations. 

5. To stimulate the better training of hos- 
pital superintendents. 

6. To promote the education of the public 
regarding hospitals. 


(PN ee 
THE LABOR SITUATION 


» » In view of the almost nationwide reports of labor 
trouble in industry and of rumors of similar disturb- 
ances in hospitals, we addressed a letter, early in June, 
to representative hospital executives in various parts 
of the United States asking for a brief report on local 
conditions. The replies were most gratifying in both 
the promptness of the response and in the news con- 
tained. 

One third of the replies were from sections in the 
east, south and midwest, and indicated a lack of trouble, 
either active or threatened. In the remaining parts 
of the country it was reported that there was union 
activity in many places, but that difficulties either had 
been or were being settled amicably. In only one sec- 
tion was any trouble anticipated. On the whole, the 
situation appears to be that on the part of the em- 
ployees in the lower wage categories, requests for de- 
mands are being generally made for increase in pay 
and improvement in working conditions, but the em- 
ployees, whether unionized or not, are showing a spirit 
of compromise rather than of seeking trouble. 

In the professional groups only one or two sections 
report any hint of unionization. The already existing 
organizations are looking after the interests of their 
members and from all parts of the United States come 
reports of movements for shorter hours and increased 
rates of pay. 

On the part of the hospital administration there ap- 
pears to be general recognition of the necessity of pay 
increases and changes in working conditions together 
with a genuine desire to adopt a fair schedule as rapidly 
as the financial situation will permit. From the general 
tone of the information received it is probable that 
there will be some friction in a few localities, but we 
do not anticipate serious trouble in any section. 
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EDUCATION OF HOSPITAL EXECUTIVES 


» » Several years ago the profession of hospital ad- 
ministration emerged from the stage in which a young 
medical man assumed the position as a means of secur- 
ing a foothold in the community, or some person 
equally unqualified was appointed and expected to 
carry on the varied and onerous duties of the posi- 
tion. With recognition of the fact that hospital ad- 
ministration is a specialty, a constantly increasing 
amount of consideration is being given to the qualifica- 
tions of the person who is to head so important an 
institution as the hospital has come to be. This ad- 
vance has been given a great stimulus by the attitude 
of the American College of Surgeons, the American 
Medical Association, and the American Hospital Asso- 
ciation. While neither of these three national organ- 
izations has as yet taken a rigid stand making ade- 
quate training of the executive a requirement for rec- 
ognition of the hospital, all three are showing a definite 
trend of policy in that direction. The American Col- 
lege of Hospital Administrators is the only body that 
has specifically defined the qualifications of a trained 
administrator. The net result so far is shown in the 
constantly decreasing number of untrained appointees 
who secure the position through political or other ir- 
regular means. 

Early in the change the necessity for a means of 
training, apart from pure apprenticeship, was foreseen 
by some of the far-sighted leaders in the hospital field 
and quite a number of schools have been started. We 
believe that the first of these was at Marquette Uni- 
versity under direction of Father Moulinier. None of 
the earlier schools proved practical and for one reason 
or another they were closed. Training by apprentice- 
ship has been continued but the system is not suff- 
ciently broad in its results. The new executive absorbs 
the ideas of the older one under whom he trained to 
too great a degree. 

The American Hospital Association has devoted a 
great deal of study to the question and the specific 
results have been twofold. An “Institute” is held in 
Chicago each Fall. This is a splendid move and the 
cause is very beneficial to those who attend, but its 
scope is limited. It is a short post graduate course 
only. In 1936 the Committee on Training of Hos- 
pital Executives, appointed by the American College of 
Hospital Administrators, brought in a very exhaustive 
report outlining the requisites for a course of training. 
This was another advance and supported the previous 
work of the College. 
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About three years ago the University of Chicago 
organized a course under the direction of Dr. Michel 
Davis. Students were usually graduates of a Uni- 
versity, not necessarily in medicine. The course cov- 
ered three quarters of the University year and con- 
sisted of lectures in theory as well as visits to the 
various departments of selected hospitals. This course 
is now being reorganized and there can be no doubt 
that, under the able leadership of Dr. Bachmeyer, a 
practical method of training will be involved. 

The University of St. Louis, under Father 
Schwitalla, is also organizing a definite University 
course in hospital administration. 

The Hospital for Joint Diseases, New York City, 
under direction of Dr. J. J. Golub, has conducted an 
experiment which has proved so successful that a 
permanent policy has resulted. A residency in hos- 
pital administration is offered to carefully selected 
physicians. The requirements for acceptance of the 
candidate are high and the course covers three years’ 
training in both theory and practice. 

Order appears to be evolving out of the chaos of the 
past as the ideas of those who have studied the situa- 
tion become crystallized. It is quite apparent that edu- 
cation will be through a University course of at least 
three years, that the curriculum will include lectures 
in theory covering all departments of the hospital, 
that the lectures in theory will be supplemented by 
practical experience in the departments of selected hos- 
pitals whose administrators will become extramural 
professors of the University, and that the educational 
course will lead to the granting of a University degree 
which will be recognized by the four national societies 
primarily interested in hospitals. 


TRAVEL AND DISEASE INCIDENCE 


» » With modern facilities for travel, a new problem 
has been introduced into the hospital—the increasing 
frequency of the occurrence of diseases which are 
ordinarily foreign to the locality. An instance is the 
spread of ameba hystolitica, formerly considered a dis- 
ease of the more southern zones, but reported during the 
past few years in almost all parts of the United States. 

Some of these diseases may be communicable and 
may therefore demand that precautions be taken to 
prevent their spread. Seaport cities, under super- 
vision and control.of the United States Department 
of Public Health, have for many years been on the 
alert to detect imported communicable diseases such 
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as plague, and the hospitals of these cities have played 
an important part in the effort. It would appear that 
the time is fast approaching when inland cities will 
also be vitally concerned. In the case of diseases 
which are not communicable, the hospital also has a 
responsibility. There is an obligation to assure the 
patient of the best possible care and the institution is 
expected to assist the physician in his effort to render 
this service. 

The answer to the problem is to be found in careful 
study of the personal history of the patient. For many 
years the writer has called attention to the necessity 
for abandoning the old, stereotyped system of merely 
inquiring as to the occurrence of the diseases of chi!d- 
hood and of securing all data which may have an in- 
fluence on the present illness. In most hospitals it is 
the intern or resident who is charged with this duty 
and reform should start in the medical school in which 
he is taught. In the hospital the attending physician 
and the medical records committee are expected to 
judge the quality of the record but in many instances 
they are both delinquent in this duty. The responsi- 
bility is then thrown on the medical records librarian. 
It is true that she is not expected to judge the quality 
of the record, but it is equally true that she knows 
when there is merely a meaningless formal note and 
can specifically call attention to the omission of com- 
plete data without exercising any medical judgment. 

Some would consider that the problem is entirely 
one for the physician to solve and undoubtedly it is 
primarily his responsibility, but it would appear that 
once more the hospital will be forced to assume leader- 
ship that belongs elsewhere. There is a duty first to 
the sick individual and second to all others in the 
institution to see that the personal history records all 
influences of earlier life that may have a bearing on 
diagnosis and treatment of the present illness. 
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Venereal Disease 
JON, SPEDE ANIME EID SPARES 


» » » WHILE THE UNITED STATES has 
taken leadership in many affairs which are 
the concern of a civilized nation, there has 

been a singular attitude of failure to face the serious 
question of the control of venereal disease. Whether 
this has been due to prudery or to a lack of realization 
of the seriousness and magnitude of the problem is 
immaterial. The fact remains that, until recently, men- 
tion of venereal disease was taboo outside medical and 
health circles. The people were not made to realize 
the fact that syphilis and gonorrhoea are diseases just 
as much so as tuberculosis and scarlet fever. The vic- 
tim, whether innocent or guilty of improper conduct, 
was a pariah and the person having the temerity to 
mention either of the venereal diseases was almost 
equally ostracized. 

The resu!t has been just as could be expected. The 
diseases have spread until they are now found to be 
the most prevalent of the communicable diseases as 
clearly shown in the accompanying graph published 
by the United States Public Health Service." 












The Present Situation 


Syphilis and gonorrhoea are reportable diseases in all 
but a few states,” but the laws are not strictly enforced 





The main illustra- 
tion portrays the 
essentials for the 
control of venereal 
disease. 


The graph shows the 
new cases of syphilis 
and gonorrhea com- 
pared with other com- 
municable diseases in 
the United States dur- 
ing 1935. 


The insert shows cases 
of venereal disease 
based on one-day sur- 
veys of all medical 
sources in the United 
States by the U.S.D. 
P.H. Cases of tuber- 
culosis based on rela- 
tionship between re- 
ported and known ac- 
tive cases found to 
exist by the National 
Tuberculosis Assn. 





in any and there is 
greater laxity in re- 
porting gonorrhoea 
than is the case with 
syphilis. At the pres- 
ent time there are sep- 
arate divisions of the 
department of health 
in only sixteen states 
and there are full- 
time control officers 
in the same number. 
It is thus evident that 
information regarding 
the prevalence of ven- 
ereal disease, which is 
a prerequisite to con- 
trol, is inadequate. 
Based on the infor- 
mation available, it is 
estimated that 1,500,- 
000 persons each year 
seek treatment from 
physicians for either 
early syphilis or acute 
gonorrhoea, an esti- 
mate which is_ prob- 
ably low. In addition, 









By THOMAS R. PONTON, M.D. 


Editor, HOSPITAL MANAGEMENT 


at least double this number purchase patent remedies 
or go to unqualified and illegal practitioners. 

Provisions for diagnosis and treatment are receiving 
considerable attention but neither is as readily avail- 
able as it should be to insure adequate control. There 
are approximately 1,000 clinics for veneral disease in 
the whole of the United States; some are free, others 
part or full pay. This means that on an average each 
clinic must serve 130,000 of population, but the aver- 
age does not hold for all parts of the nation. For ex- 
ample, it is well known that the syphilis rate is high 
among the southern negroes; yet, in these states the 
proportion of clinics is much below the average. In 
or apart from the clinics, thirty-seven states furnish 
free drugs to indigent patients and in three they are 
furnished to others. 

This inadequate provision of diagnostic and thera- 
peutic facilities is a direct result of lack of appropria- 
tion. In only one state is the expenditure for control 
of syphilis, apart from maintenance of laboratories, as 
high as three cents per capita; in six states direct ex- 
penditure amounts to one cent per capita; in one or 
two it is less than one mill; in all others it is between 
one cent and one mill. The amount available wil! be 
materially increased by the provisions of the social 
security act. 

A campaign against venerea! disease is being devel- 
oped and will undoubtedly assume constantly greater 
magnitude. However, at present it is almost entirely 
directed against syphilis, gonorrhoea being practically 
disregarded. This may be good policy at the com- 
mencement when the great objective is to focus atten- 
tion on the problem and secure interest, but in the edu- 
cational campaign a proper respect for the seriousness 
of gonorrhoea must be cultivated, first in the hospital 
and afterward among the general public. The results 
of syphilis are more apparent and possibly more devas- 
tating to the individual, but gonorrhoea is not a disease 
that can be ignored or considered lightly. In the acute 
stage the disease is localized and is perhaps more amen- 
able to treatment, although the latter is questioned, but 
the secondary manifestations are difficult to treat suc- 
cessfully and the late results may affect the entire life 
and health of the patient. 


The Hospital's Part in the Campaign 


The experience of the European nations which have 
taken active steps to bring venereal disease under con- 
trol has very clearly demonstrated that certain pre- 
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requisites are necessary to successful effort. These are 
education, enactment and enforcement of legislation, 
provision of facilities for diagnosis and treatment and 
enforcement of regulations requiring that these facil- 
ities be used. To fully discuss the prerequisites stated 
is far beyond the scope of the present article which, 
while it must recognize the national problem, is pri- 
marily directed to a consideration of the campaign as 
it will concern the hospital. 

In seeking to control any communicable disease, each 
one of that great triumvirate—the Public Health Serv- 
ice, the Medical Profession and the Hospital—has a 
distinct function and activity, but these are so closely 
interrelated that it is sometimes difficult to determine 
where the duty and responsibility of one begins and 
that of another ends. This being the case, all the mem- 
bers of the triumvirate must work in harmony and 
close cooperation if the best results are to be secured 
without overlapping and with the least expenditure 
of effort in procuring the prerequisites previously 
mentioned. 

The absolute failure of the attempt to enforce pro- 
hibition in the United States has fully demonstrated 
the futility of the effort to carry on a widespread 
movement until the people themselves are prepared to 
actively support it and, before such endorsement can 
he secured, they must be convinced of the wisdom of 
and necessity for the movement. Before any advance 
can be made education is necessary and as regards 
venereal disease this is almost as necessary in the hos- 
pital as among the general public. This point is very 
clearly demonstrated in the report of the recent New 
York survey*, which states that no voluntary hospital 
in that city and only eighteen of those which are gov- 
ernmentally supported admit venereal disease as such. 
This is an attitude which prevails throughout the coun- 
try as a whole and must be corrected before any real 
advance can be expected. The hospital, with its med- 
ical staff, is the medical centre which so largely directs 
medical thought in the community and, so long as it 
ostracizes the venereal patient, the people of the com- 
munity may be reasonably expected to take the same 
attitude. 

As the first step in the campaign, the attitude of 
the hospital field and of the nation must be completely 
reversed. Syphilis and gonorrhoea have always been 
regarded as the result of vice, and the fact that the 
victims are sick individuals has been submerged in 
the aversion to infringement of the moral laws. For 
the purposes of a successful campaign against the 
diseases the moral aspect must be relegated to second 
place. The venereal patient is a sick individual and 
must be primarily regarded as such. He probably 
acquired the disease through a culpable act, but he 
may be an innocent victim. In either case, he is not 
only sick, but, like the sufferer from any other com- 
municable disease, he is also a menace to society. Re- 
garded as a community health problem, he must be 
restored to health not only for his own sake, but also 
in order that others may be protected against infection. 


Moreover, insofar as the health aspect is concerned 
there must be full realization of the fact that the vic- 
tim of venereal disease is no more culpable than is the 
individual who has acquired smallpox or diphtheria ; 
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perhaps he is less to be condemned. The diphtheria 
or smallpox patient has deliberately or through indif- 
ference neglected to take advantage of proven means 
of prevention which are readily available. Against 
venereal disease no such prophylaxis has yet been 
found, and perhaps the patient is an innocent victim 
who has not violated the moral code. From the health 
point of view, the balance of blame appears to be in 
favor of the venereal patient. 

Probably next in importance in the educational cam- 
paign is the necessity for overcoming the undue fear 
of innocently acquiring syphilis. Twenty years ago 
there was the same fear of tuberculosis. It was then 
considered to be a disease which was easily contracted, 
the victim being doomed to a slow and lingering death. 
Today, tuberculosis is known to be curable if properly 
diagnosed and treated and the fear is replaced by a 
feeling of hopefulness. The fear of syphilis is two- 
fold: the fear of contracting the disease innocently and 
the persisting idea that it is incurable. There has been 
so much propaganda regarding the ease of communi- 
cation that the present attitude amounts to almost a 
national phobia. Syphilis is communicable and _ pre- 
cautions against its contraction are both necessary and 
advisable, but there is no greater danger of innocent 
infection than with any of the other communicable 
diseases. Observance of cleanliness and the ordinary 
laws of sanitation are all that is necessary to protect 
against innocent infection. As regards cure, it is posi- 
tively established that the disease is curable and that 
the period of treatment is not so long as for tuber- 
culosis, nor does it prevent the sufferer from following 
the usual occupations of life. 

In hospitals, the danger of transmission is no greater 
than for any of the other communicable diseases and 
in some instances it is less. Venereal disease is trans- 
mitted largely by contact, rarely by droplet projection ; 
hence it is léss dangerous than, those diseases which 
are commonly communicated by expulsion of droplets. 
Except in the case of young children the known case 
may be safely admitted to any accommodation in the 
hospital, provided the technique is as reliable as it 
should be. The young child requires separation from 
other children, not because of any greater degree of 
communicability, but because of the impossibility of 
prevention of contact if in the same room with others. 

The ruling against admission of venereal disease 
has its chief justification in the phrase “the known 
case.” In many instances the physician either does 
not recognize the venereal disease in its communicable 
stage or he neglects to report it to the hospital admin- 
istration. In this, the triumvirate must come into closer 
cooperation. The health department and the physician 
must recognize the communicable case of venereal dis- 
ease and must advise the hospital. If this is done, to 
repeat a former statement, the hospital may admit 
to any accommodation, except the children’s ward, with 
perfect safety provided the technique is reliable. 


Legal Control of Venereal Diseases 
It would appear, from the experience of the Euro- 
pean nations, that effective control of venereal diseases 
may be predicated on enforcement of laws requiring: 
1. That all cases be reported by number ; 
(Continued on page 61) 
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Collection 


Discussion by R. W. Nelson, Manager, Portland 
Sanitarium and Hospital, Portland, Oregon, at the 
sectional meeting of the American College of Sur- 
geons, Seattle, Wash., March 31 to April 2, 1937. 


» » » IN DISCUSSING THIS TOPIC, it should 
be emphasized at the beginning that busi- 
ness or financial management in the hospital 

is secondary to the physical well-being of the patient. 

It follows then that in the formulation of business 

policies, there must be a far greater allowance made 

for the financial shortcomings of the individual patient 
under consideration than would be the case in an ordi- 
nary commercial transaction. 


There can hardly be formulated a rigid rule of 
business conduct to be applied to all hospitals, nor can 
the same rigid rule be applied at all times in the same 
hospital. There are many factors that make for the 
application of different policies to the same problem. 
There must be a large area of latitude in which the 
individual administrator will use his own judgment. 
Nevertheless, there are certain basic principles of 
business management upon which our hospitals should 
be in close fundamental agreement. 

There is no problem of hospital administration that 
calls for greater thought, more careful handling, finer 
discrimination and tact, than does that of the collec- 
tion of patients’ accounts. 

In any ordinary commercial pursuit, the problem of 
the credit manager is a comparatively simple one. 
He has available information as to the resources and 
liabilities, the income and expenses of the applicant. 
He can base his decisions upon these known factors, 
and say yes or no. And in his later collection pro- 
cedures his course is equally clear. He is, and should 
be, guided solely by the question of the best finan- 
cial interests of his firm. There is no stigma attached 
to the commercial firm that refuses credit to a doubt- 
ful applicant. This is not true of the hospital that 
refuses it services to one who is ill. And incidentally, 
the administrator’s problem is further complicated by 
the very fact that the patient is ill, and therefore often 
irritable and unreasonable. In all these doubtful 
cases, the hospital administrator, or the credit officer 
of the hospital, must take into account in making his 
decisions the urgency of the patient’s physical needs, 
the effect of an adverse decision upon the attending 
physician, the family and friends of the patient, and 
in short, upon the community as a whole. Often we 
are forced to do things that are not good business, by 
reason of the unfavorable reaction that will follow 


HOSPITAL MANAGEMENT, July, 1937 


our carrying out what would ordinarily be good busi- 
ness policy in the field of granting credit. 

I think it can be stated as a general principle that 
the hospital must not refuse admission to any acutely 
ill or critically injured person, regardless of his finan- 
cial condition. This principle, to the hospital that 
is working without endowment or income other than 
patients’ fees, is a difficult one to accept and carry out, 
but I believe we must accept it before we can com- 
pletely fill our place of usefulness in our respective 
communities. 

Our problem is not, then, whether we shall admit 
the patient of doubtful credit or no credit standing. 
It is, how shall we relate ourselves to our financial 
problem with that patient. And the specific ques- 
tions that I have been asked to discuss bear upon that 
question directly. 

The questions are these: How far should the hos- 
pital management go in enforcing payment of accounts 
when the patient is admitted as full-pay or part-pay, 
in (a) demanding payment in advance, (b) requiring 
a guarantor when an account is doubtful, (c) taking 
a note or other security for any unpaid balance at the 
time of discharge, (d) transferring patient to lower 
priced accommodation or free ward. 


Let us concentrate upon the first phase of this ques- 
tion, demanding payment in advance. Personally, I 
believe that the admitting officer, at the time the 
patient is registered, should tactfully request an ad- 
vance payment unless the patient is well known to 
be responsible or unless the physical condition of the 
patient is so acute as to make this procedure inadvisa- 
ble. In most cases it is possible and preferable that 
the interview upon registration be held with a respon- 
sible near relative rather than with the patient, par- 
ticularly if the patient is very ill. A request for ad- 
vance payment upon admission can be made by a tact- 
ful, pleasant admitting offieer without creating offense, 
and it brings up the subject of hospital financial rela- 
tionships in a natural way so that before the initial 
interview is ended, a complete explanation of hospital 
expense is made. And it brings out all the facts per- 
taining to the patient’s situation. The hospital man- 
agement can then better relate itself to the patient’s 
problem, because the whole problem is known right at 
the beginning. (We must recognize the fact that the 
moment of admission, and before treatment is started, 
is the time to complete all credit arrangements so far 
as possible. ) 

Now as to securing a guarantor for the patient's 
account. I would say yes, by all means secure a re- 
sponsible guarantor for the doubtful patient if it can 
be done. But I would not delay treatment of the pa- 
tient while negotiating for a guarantor, especially if 
the condition is one requiring early medical atten- 
tion. More time and effort can be put upon this ques- 
tion if the patient’s condition is not acute, but in all 
cases let us keep uppermost in our minds the physical 
well-being of the patient. 

Now on the question of taking notes to secure pay- 
ment of accounts. This is a policy that I do not be- 
lieve in, except when the amount of the account 

(Continued on page 58) 


17 














Case Work 


SERVICE LO 
Wiehe AGED 


By REBECCA APRIL 


Supervisor, Department for the Aged, Jewish Social Service 
Bureau, Chicago, Ill. 


» » » THE AGED AND CHRONIC SICK have 
been one of the most neglected groups in 
the community. While our population was 

young, we were not very much aware of them and 

their problem. As the population became older and 

more static, with the limitation of immigration and a 

falling birth rate, we were faced with an increasing 

number of aged persons and the problems, hitherto 
met by the individual family, were now of such pro- 
portions as to require a community program. For 
years the private case work agencies in the city and 
the various homes for the aged established by sectarian 
and national groups were sufficient to meet the needs 
of the dependent and marginal group. With the rec- 
ognition of relief as a function of governmental 
agencies, the aged were established as a group espe- 
cially eligible for consideration by the Cook County 

Bureau of Public Welfare in April 1932. In March 

1936 a program of Old Age Assistance was begun, so 

that today there appears to be sufficient financial re- 

sources in the community to care for the aged. As 
far as the case work program goes, however, there 
are a great many gaps. 

What shall be the care given the aged? It would 
seem reasonable that this should be determined by 
their needs. Briefly these are: the basic need of ade- 
quate and nourishing food, good housing, medical care 
including periodic hospitalization, nursing and con- 
valescent care, boarding home service, recreation, oc- 
cupationa!l therapy, etc., and the emotional needs of 
affection and security which are equally important. 
These needs are met usually by environmental treat- 
ment because it is felt that habits and attitudes have 
become fixed with age and it is not possible to modify 
the personality to any large extent. It should not be 
assumed that because the technic is largely manipula- 
tive that it is any the less important. As Fern Lowry 


Presented at the Tristate Hospital Assembly, Chicago, May 
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The data accumulated by the social worker is so varied and so 
voluminous that systematized records are necessary if duplication 
or omission is to be avoided. 


says, “It should not be the kind of need but the real- 
ity of the need that dignifies it for the case worker ; 
and it is not the kind of technic, but the effectiveness 
of the technic to which prestige should be attached.” 

Of first importance in doing case work with the 
aged is a flexible budget based on the needs and prac- 
tices of the individual. This should provide an al- 
lowance for food, rent, gas and light, household ex- 
penses, laundry, carfare, incidentals, clothing, recre- 
ation and special diet where needed. Unless these 
items are granted in the budget, the food allowances 
may be diverted for these purposes. 

Due to the incidence of chronic disease, special diets 
are frequent for high blood pressure, diabetes, vari- 
ous forms of anemia, gal! bladder, stomach ulcers, etc. 
This will involve not only an allowance in the budget 
but the services of the case worker who must see that 
the diet is clearly understood and followed. In the 
experience of the Jewish Social Service Bureau, diets 
of the aged are extended at times over a period of 
years, during which the worker must be on the alert 
to changes in the individual’s condition, because on 
her watchfulness and that of the clinic or physician 
depends the success of the treatment. 

When we think of the aged, we have to think largely 
in terms of a chronic sick population. Miss Jarrett 
defines the chronic sick as “Persons who have been 
or are likely to be incapacitated by disease for a period 
of three months, i.e., unable to follow the daily rou- 
tine of the average normal person, whose incapacity 
will probably continue for an indefinite period. In 
this definition are included persons in need of medical 
or nursing care either in an institution or in their 
homes, and also persons, who, because of unfavorable 


economic or family conditions, need to have attendant 
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Care of the patient when in hospital is the responsibility of the 
general organization, but after discharge it is necessary to see 
that he does not return to his former condition. 


care provided, either in their own homes or else- 
where.”? The percentage of the chronic sick among the 
aged is not known. Dr. Boas states that one out of 


‘ten in the general population, and nearly one in three 


of those forty years of age and over is suffering from 
a chronic disease.* In a study of 320 applications made 
to the two Jewish homes for the aged in Chicago during 
1935 and 1936, only sixteen persons were not suffering 
from some chronic health condition.* Since the median 
age of this group was 75 years, and since many of 
the applicants apply to these institutions because of 
poor health, it should be said that the group may have 
heen more heavily weighted with chronics than a sim- 
ilar number of aged in the community at large. 

As case workers, we need to know what types of 
chronic illness are most common among the aged, some- 
thing of the cause of these diseases, and the implica- 
tions of chronic disease in the lives of the aged so that 
we may be guided in our work with them. 

Dr. Boas gives the following as the most important 
chronic diseases at all ages: orthopedic disorders, such 
as the after effects of poliomyelitis, tuberculous dis- 
‘ases of the bones and joints, diseases of the heart and 
arteries, neurological disorders, chronic rheumatoid 
arthritis, cancer and diabetes mellitus. The 320 ap- 
plicants to the two Jewish homes for the aged previ- 
ously cited, show the following chronic diseases in 
their order of importance: diseases of the heart and 
arteries, emphysema and other diseases of the respira- 
tory system, diseases of the intestinal system, diseases 
of the nervous system, general diseases such as di- 
abetes, arthritis, etc., and diseases of the genito- 
urinary tract. 

With adequate supervision a large number of the 
chronic sick aged can live in their own homes or in 
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the homes of private families if they can get adequate 
medical and hospital care when needed. Couples can 
be given housekeeping service to assist them in main- 
taining their own households. An aged parent may 
be able to remain with his children if the necessary 
budget is provided. We must realize, however, that 
in some situations this is not wise, because of emotional 
conflicts in the home which are especia!ly destructive 
where young children are involved. 


Where an adjustment with the family of the aged 
individual is not feasible, placement in the home of a 
private family should be attempted: As early as 1933 
the Department for the Aged of the Jewish Social 
Service Bureau recognized the need of a home finding 
service for its aged, and arranged for a worker to 
give part of her time to this job. In each case, a 
study of the home is undertaken before placement, and 
an effort is made to meet the requirements of the indi- 
vidual not only on a physical basis but on a cultural and 
religious basis as well. Usually the placement has to 
be supervised, primarily where the individual needs 
special care in the way of diet, bed rest, etc. Those 
aged who are able-bodied, while they could more easily 
make housing arrangements, and move when their 
quarters are undesirable, often experience difficulty 
in finding suitable homes. When we find that a 
large proportion of the aged who apply to the two 
Jewish homes for the aged give as their reason for 
application dissatisfaction with their living quarters, 
and when we see the constant stream of requests for 
rooms and boarding homes from other agencies and 
the community at large to the Jewish Social Service 
Bureau, we realize that this is one of the very neces- 
sary case work services. 

If we are to keep the aged and chronic sick in the 
community, adequate medical care must be provided 
for them. This can be done through out-patient clinics, 
the County Physicians’ Service and proper hospital 
facilities. The Department for the Aged of the Jew- 
ish Social Service Bureau long felt that the aged under 
its care should have periodic examinations as a pre- 
ventive measure. Many persons had not seen a physi- 
cian for years and it was believed that serious illnesses 
might be uncovered and given the benefit of treatment. 
This was finally made possible when the Home Medical 
Service of the Jewish Social Service Bureau was estab- 
lished. The physician on this Service who prior to 
her medical training was a case worker, gives medical 
care to every aged person in his own home, referring 
to the clinic only for laboratory work, etc. When hos- 
pital care is needed, she makes the arrangements for 
admission to the Michael Reese or Mount Sinai Hos- 
pital. The county doctor is used only in an emergency. 

The dispensaries have been generous in their serv- 
ices to the aged and throughout the city a great many 
of the special clinics for, particular diseases, such as 


the Diabetic Clinics, carry a large number of chronic 


sick aged. There has been some question on the part 
of the out-patient clinics as to whether they can con- 
tinue to provide free care to the aged receiving Old 
Age Assistance, 80 per cent of whom, it has been 
estimated by the Old Age Assistance Service of Cook 
County, never were on relief. The restrictions in the 
law relating to medical care through public resources 
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After investigation of the patient's home surroundings by the 
medical’ social worker he may be admitted to hospital for treatment. 
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has created a serious problem for the private clinics 
for which a solution must be found. 

The problem of hospital! care that faces the aged 
chronic sick is a grave one. The needs of the acutely 
ill are so pressing that hospitals do not see their way 
clear to release beds for long periods of time in 
chronic cases. Only Cook County Hospital, as a pub- 
lic institution, accepts all patients who apply for care. 
There are perhaps two ways in which this problem 
might be met with existing facilities by having the 
general hospitals, where they are not operated to 
capacity set aside a number of beds for the care of 
chronics, or by converting Oak Forest into a hospital 
for the chronic sick. 

Convalescent care for the aged which is often neces- 
sary after a period of hospitalization, can be provided 
in the home from which the patient came with the 
proper supervision and financial supplementation for 
extra food, service, medication, etc. The Jewish 
Social Service Bureau has found that in the majority 
of its aged cases this was possible. It has only very 
occasionally used a convalescent home. <A _ study of 
the convalescent homes in the city indicates how seri- 
ous is the lack of adequate convalescent facilities, 
especially for aged men. The important considera- 
tion is to set up a good home-finding service so that 
there may be selected homes in which convalescent 
care would. be available. 

With the increase in the aged population of persons 
suffering from chronic diseases, there has been a great 
demand for nursing and boarding care which has led to 
the growth of the so-called nursing homes throughout 
the city. An investigation of certain of these homes 
shows that many are not licensed and that their stand- 
ards of care are questionable. A study of the nursing 
homes in Chicago has been undertaken during the 
year by a special committee of the Section on the Care 
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of the Aged of the Council of Social Agencies, and it 
is hoped that some information regarding them may 
be made available. If we are to have nursing homes, 
they should be licensed through the Department of 
Public Welfare, which should have the powers of 
inspection and supervision, and they should provide 
qualified medical and nursing care. This presupposes 
compensation commensurate with the service rendered. 
The homes for the aged could serve very well the need 
for custodial care of the chronic sick if they wer« 
alert to the needs of the aged today and left the care 
of the able-bodied to the Old Age Assistance Service 
the Chicago Relief Administration and the private 
agencies. Instead, with a few exceptions, they accept 
applicants at age sixty and over who present no serious 
health problems. As these residents become older 
and more infirm, they require infirmary care so that 
some medical service is provided in the homes. Health 
statistics are not available for the homes for the aged 
in Chicago, but a survey of Jewish homes in New 
York City shows, out of a total population of 1,537 
persons, 547 or one-third were in infirmaries.® 

Up to this time the majority of homes for the aged 
in Chicago have not recognized the trend toward the 
care of the chronic sick aged in institutions such as 
theirs and are not ready to change their philosophy and 
program. The Orthodox Jewish Home for the Aged 
and the Home for Aged Jews are two Homes which 
have seen the needs of the chronic sick and have in 
part accepted the new philosophy. This has followed 
six years of experience under the Council on the Care 
of the Aged and Chronic Sick of the Jewish Charities 
of Chicago. The idea of the Council was to establish 
a completed program of care for the aged, the more 
able-bodied to be provided for through the Jewish 
Social Service Bureau, and those who needed intensive 
medical and nursing care to be placed in one of the 
two homes. Studies of the intake in the past five years 
show these institutions are accepting an increasingly 
large number of chronic sick aged. An _ increasing 
awareness of these problems by an informed public 
will be the most potent factor in influencing the homes 
to accept the chronic sick for custodial care, in chang- 
ing Oak Forest into a chronic hospital, and in mod- 
ifying the Old Age Assistance Act so as to make ade- 
quate provision for medical care for the recipients of 
Old Age Assistance grants. The community is faced 
with an acute problem and, cognizant of the slow 
processes of education, we believe that we must start 
now if we are to work out a program for the care of 
the aged and chronic sick in the community. 
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» » 9% SCIENTIFIC PURCHASING requires 
more than a knowledge of sound economies. 
Equal to that of economies, a knowledge 
of sound finance is necessary. 

Business can be made as scientific as any of the 
learned professions, even if there are human uncer- 
tainties to reckon with, and will more and more be 
based on facts. Purchasing is becoming more and 
more a profession and less a game of chance. 

Formerly, buying was done on “hunch” rather than 
on knowledge, and if the purchasing agent was a clever 
trader, he was supposed to be successful. Experience 
has shown, however that purchasing must be put on a 
more scientific basis. Business managers are no longer 
satisfied to be guided by guesswork. 

More money can be lost or saved in the purchasing 
department than in any other department. Therefore 
the purchasing policy and procedure must be sound in 
respect to quantity, quality, price and delivery. 

To purchase intelligently, the purchasing agent 
should have a broad knowledge of finances, and espe- 
cially the finances of his particular business. Bills for 
commodities contracted for have to be met, whether it 
be ten days or ninety days after the date of purchase. 

The purchaser who can always take the cash dis- 


~ counts and who is always ready to snap up real bar- 


gains, is the one to whom real bargains will be offered. 
Nothing attracts the vendor more than cash. 

The word “terms” is often forgotten when a price 
is given or an order is placed. The terms offered 
vitally affect the purchasing policy. A hospital much 
pressed for working capital will naturally look to those 
dealers who are willing to extend liberal credit, even 
though a higher price is charged. But for greatest im- 
mediate and ultimate benefit, the rule to follow is to buy 
for cash, 

Insufficient importance is attached to cash discounts. 
For example, most vendors allow 2 per cent 10 days; 
30 days net. If the bill is not paid in ten days, the 
buyer prefers to wait 20 days longer and pay 2 per 
cent more. Two per cent for 20 days is equivalent to 
36 per cent per annum, a very high rate of interest, 
even on a short term loan. 

Good credit will always have some advantage over 
poor credit and the question of terms will always re- 
main. In the past, the vendor has been more alive 
than the average buyer in regard to terms. He has 
noted that cash discounts represent a very high rate 
of interest per annum and hence the trend is gradually 
toward less liberal terms. As this statement applies to 
all lines of trade, the buyer should be alive, therefore, 
to secure good terms in every case, or he will find them 
disappearing to a still greater degree. 

The above facts form the basis of the following 
rules to apply in obtaining the most favorable terms: 

1. If the buyers’ credit is good, use this as a rea- 

son for requesting a larger cash discount. 
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2. If the vendors’ credit is poor, insist on a large 
cash discount. 

3. If it is desired to secure most favorable terms, 
make the above conditions the final concession 
that the vendor must make to get the order, 

In a certain hospital, the monthly average of ac- 
counts payable may be $10,000. This amounts to 
$120,000 per year. Almost every hospital with suff- 
cient backing no doubt has enough security to obtain 
a loan of $10,000 from the local bank or interested 
individuals at a rate of 6 per cent or less. Six per 
cent on $10,000 for one year would amount to $600 
interest. Assuming that the average bill is marked 
2 per cent, 10 days, net 30 days, the equivalent per 
cent per annum would be 36 per cent; the per cent 
saved by paying this bill in ten days. This would 
amount to $3,600 per year and after deducting the 
$600 interest paid on loan, the savings would amount 
to $3,000 per year or 30 per cent per annum. The 
chart will show the various discounts and their value. 

With the use of the latest developments in account- 
ing, the cost of accounting would be very little more 
than if the bills were paid monthly. 

Irom the above conclusions, we are convinced that 
the subject of terms is well worth investigating by 
every purchasing agent and hospital director. 
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On the Small Hospital 


» » » TIME WAS NOT SO LONG AGO when 
patients from the country or sparsely settled 
conimunities were referred to surgeons in 

the big city for major operations. Similarly, cases pre- 

senting obscure symptoms were brought to the larger 
centers for diagnosis and treatment. Such is not the 
case nowadays. The standardization of most operative 
procedures, the better training of interns in hospitals 
and clinics, and other cogent factors have led to the 
establishment of hospitals in the smaller towns and 
county seats where the local surgeons and medical men 
could practice the healing art with approximately equal 
facilities and save the patient an arduous journey. 

Whether this movement is a step in the right direction 

is beside the point, as we are facing an accomplished 

fact. True, we must decry the development of the 
very small private institutions, misnamed_ hospitals, 
but in reality converted residences and boarding houses. 

These, however, will not survive in competition with 

the medium sized and well equipped institutions and an 

enlightened public opinion. 

The disadvantage under which the small hospital 
labors in trying to live up to the minimum requirements 
is the excessive per capita overhead in certain essential 
services. Notable among these are the clinical and 
x-ray laboratories. These must be properly equipped 
with the necessary appliances, must be manned by well 
trained registered technicians, and supervised respec- 
tively by a clinical pathologist and a roetgenologist 
who are physicians and possessed of the necessary qual- 
ifications in these specialties. 

Little need be said of the equipment which, though 
of great importance, is the concern and responsibility 


Presented at the Sectional Meeting of the American College 
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of the director of the laboratory. Mere equipment, no 
matter how lavish and luxurious, is of little value un- 
less handled by good technicians and the results cor- 
rectly evaluated by the pathologist or radiologist. Hos- 
pital administrators, however, should not stint on items 
requested by the respective directors, as good tools are 
cheaper in the end and the competent man keeping in 
mind the hospital budget will not ask for needless and 
unnecessary de-luxe equipment. 

The technical ability of the laboratory personnel is 
assured by a certificate of qualification from the proper 
Board of Registry, conducted by the American Society 
of Clinical Pathologists for clinical laboratory help and 
by the Radiological Society of North America for 
x-ray workers. The question often arises whether the 
small hospital can secure both these services in the 
person of one technician. Such a combination is diff- 
cult of attainment as each branch, besides a good pre- 
liminary education, requires a full year of steady train- 
ing in addition to keeping up with modern advances. 
Roughly one laboratory technician is required for every 
fifty beds and the same, what with our numerous auto 
accidents, holds true for the x-ray department. A plea 
is here made for the proper housing of technicians 
and for reasonable hours allowed for rest and recrea- 
tion. The twenty-four hour readiness for duty is apt 
to kill the incentive for careful work. In the small 
hospital, routine tests or simple x-ray technique may 
be carried out by mutual arrangement between the 
clinical and x-ray technician while one is off duty. In 
order to preserve the proper hospital discipline the lab- 
oratory personnel are best hired by the superintendent, 
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subject of course to the approval of the respective head 
of the laboratory who must assure himself of their 
fitness and capabilities. 

The success or failure of the laboratories depends on 
the qualities of the chiefs. Here too, it is rather rare 
to find the two specialties combined into one as each 
field requires considerable study, training and experi- 
ence. It will, therefore, be necessary to have the two 
branches under their respective specialists. The selec- 
tion of the proper individual should be conducted with 
care. A hospital that wishes to keep up a scientific 
level equal or near to that of institutions in the larger 
medical centre cannot appoint a member of the staff 
to supervise these services. Even if one has had some 
training in these branches, the other members of the 
staff are loath to entrust this responsibility to a poten- 
tial competitor especially in the small town. As a full 
time pathologist or roentgenologist is out of the ques- 
tion, recourse must be had to a specialist in the nearest 
large city who would undertake the task on a part 
time basis. The particular man would already be at 
the head of such a department in one of the larger hos- 
pitals and at all events be recognized by his colleagues 
as an expert in his field and holding a certificate from 
the examining board in his specialty. In acceptance 
of this mission he should assume full responsibility 
for the proper conduct of his department as to tech- 
nique, personnel and diagnosis. He should not limit 
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his obligations to interpreting slides or reading films. 
In short, he should bear the onus of any mistakes or 
shortcomings in his department. The hospital should 
be visited at regular intervals, especially at staff meet- 
ings when they can participate in the discussions and 
case reports. 

A final word on the compensation of the laboratory 
directors which, while a delicate subject to discuss, 
is of serious concern both to the practical hard headed 
administrator as well as to the laboratory heads. In 
view of the role of the pathologist and roentgenologist 
as medical consultants, whose verdict and advice is of 
vital interest to the patient, the respective organiza- 
tions of these specialties frown on fixed salaries as 
undignified and inequitable. Under this system abuses 
have at times crept in with the exploitation of the direc- 
tor’s talent and services. A more just system is a 
pro rata assignment of the income of the laboratory, 
which must be assured by a definite charge for each 
patient. While some of the routine tests are done 
under a flat rate the more complex procedures should 
be properly charged to each individual case. Objec- 
tions occasionally arise from the attending staff, more 
rarely from patients, to the laboratory bill. Such com- 
plaints like that of the increased cost of medical care 
cannot be answered at the expense of lowering scien- 
tific standards. No rules can be laid down for the 

(Continued on page 42) 














The admission office is the first contact of 
the patient with the hospital. The impres- 
sion gained at that time will probably 
influence his attitude during his entire stay 
in the hospital. 





» » » SINCE THE INSTALLATION OF an 
Admission Officer at The Children’s ITos- 
pital, a question in effect, as to why the 

feature could not be adopted with profit by al! hospitals, 
has been asked many times. Literally, the question 
is: Why do not the duties of an admission officer em- 
brace a!l of the features as incorporated in Children’s 
setup ? 

The answer is: “Such an innovation automatically 
requires a reallocation of duties heretofore performed 
by other employees, whose work must be augmented 
so as to take up the slack. Again it must be felt that 
the time has arrived when those duties entrusted to 
several employees are of sufficient importance and 
volume to necessitate a consolidation. 

The céntralization of specific duties previously as- 
signed to others who may have considered such duties 
as a side line, makes a highly important function sub- 
ject to a revision of the old adage “Everyone’s business 
is nobody’s business” to “Everyone’s. business is now 
one person’s business.”” It is not that the individuals 
working part time, so to speak, are incompetent; far 
from it, but with such a method organization inef- 
ficiency is unintentionally promoted. The net result 
is one of two criticisms: duplication of effort, or 
neglecting to do what should have been done. 

The duties of an admission officer begin with the 
admittance of a patient. Unless the financial rating 
of the patient or his agent is known to be satisfactory, 
he should be referred to the admission officer. The 
patient has anticipated that the hospital will be pre- 
pared to respond to his individual requirements. Nat- 
urally, it follows that the matter of financing the hos- 
pitalization should be definitely arranged. This is 
particularly true since it is the exception rather than 
the rule for the patient to have made any provision 
for the emergency. 

Realizing, as we do, the disturbed state of mind 
confronting us, it is obvious why an employee schooled 
in the technic of handling the situation should rep- 
resent the hospital. The populace at large has very 
amusing ideas as to our knowledge of alchemy. It is 
our task to educate thoroughly these minds to under- 
stand that we, too, have our problems of paying the 
baker, and further, the very nature of their obliga- 
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tion warrants our statements to them being paid in 
accordance with agreement. 

The patient rightfully assumes he is discussing his 
problems with some one in authority. Therefore, the - 
admission officer has at his disposal all the time neces- 
sary to present a very important feature and in the 
vernacular of the day “make it stick.” To no small 
degree is the admission officer a recognized mouthpiece 
of his institution, especially on matters pertaining to 
patient’s finances, and by reason of this, his commit- 
ments should be in keeping with the policies of his 
institution. 

Collecting is not an art, unless persistency may be 
so termed. The time to insure the collection is when 
the person obligated to pay is before you. Collections 
with an admission officer should be routine. When 
writing letters, however, it is well to remember a well 
known admonition, “There is no place for rudeness 
and ill temper in business. It costs a bee its life to 
sting and a human almost as much.” 

By reason of the many services expected by the 
patient or his agent, the admission officer should be 
equipped to inform and direct intelligently the appli- 
cant so as to avoid confusion or misunderstanding in 
other departments. In many ways his duties are those 
of a liaison officer between patient and hospital. As 
unwarranted as the compliment may be, the admission 
officer in the eyes of the patient's agent is presumed 
to be competent to answer intelligently almost any 
question. Considering these multitudinous duties, 
there must be a close relationship between the admis- 
sion officer, the medical or business director or both. 
In the majority of cases he is the first and last em- - 
ployee to be contacted by patient or agent and on such 
contacts much has to do with the patient’s impressions 
of the organization. 

A highly important duty of an admission officer is 
to maintain as much as is possible a sincere, friendly 
contact with the entire medical and surgical staff of 
his hospital; to acquaint each member thereof of the 
services afforded by the admission officer; to apprise 
the member by a memorandum or letter of the financial 
economics and social status of his patient as recorded 
by the admission officer and if requested to do so, to 
become again the liaison officer this time between the 
physician and patient. Such service, however, does 
not include collection of the physician’s fee. 

Various angles and problems pertaining to social 
service enter into the duties of the admission officer. 
In his office. much work of this nature originates re- 
quiring outside reports. In numerous instances the 
admission officer’s decision results in the patient or 
agent being referred to the special or social service 
department. As could be anticipated, the admission of- 

(Continued on page 40) 
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7 Con tral Suyyaly Sys tem 


» » » IN DISCUSSING a central supply service 
there are four points to be considered: First, 
what are the advantages and disadvantages 

of a central supply room?; second, how should a cen- 
tral supply room be organized and managed to secure 
efficient and satisfactory service?; third, what should 
be included in a central supply room service?, and 
fourth, is 24-hour service necessary when a hospital 
has a central supply service ? 

The majority of hospitals represented in this sec- 
tion are from 23 to 200 beds. Generally, the buildings 
have been constructed for some time and may or may 
not permit complete centralization. As for the first 
point, I can think of many advantages, but frankly I 
have not yet heard of any disadvantages. Just as soon 
as an article is used so much that it is called for fre- 
quently, it can become a part of the floor stock, and 
conversely, when it has served its purpose and is not 
used so much, it can again become part of the Central 
Supply stock. The system is very flexible. 

As for the second point, that of organization and 
management, Dr. M. T. MacEachern, in his book 
“Hospital Organization and Management,” suggests an 
office and work room providing conveyor service and 
containing space for dressing carriages, treatment trays 
and sterile supplies; splints and fracture appliances ; 
stock and miscellaneous supplies; and sterilizing ap- 
paratus. He suggests that this be part of the nursing 
department. Our only conveyor system in the North- 
west is a sturdy pair of athletic legs. 

Then for the third point, that of what shall be in 
cluded, Dr. MacEachern defines Central Supply serv- 
ice as “the provision and maintenance of supplies used 
on the floor occasionally” or “the provision and main- 
tenance of all supplies used on the floors.” 

The fourth point is “Is 24-hour service necessary ?” 
We feel that it is and our night supervisor has a key 
to this department. 

The Tacoma General Hospital has a central! supply 
service which is based on Dr. MacKachern’s first 
recommendation, that is, for supplies used occasionally, 
and which has been further modified. We have had 
this modified central supply service from about 1928. 
It is combined with the purchasing department, inas- 
much as we cannot afford both a purchasing and central 
supply service except for the dietary department. I 
shall enlarge on this statement. 

The dietitian buys all fresh fruits and vegetables, 
eggs, butter, etc., and with the cooperation of the pur- 
chasing agent, buys all canned goods. These are futures 
and are delivered in divided shipments. The dietitian 
orders the utensils, silverware, and chinaware as 
needed. Once a week she fills requisitions for floor 
diet kitchens and makes the necessary exchanges on 
breakage. All purchases are made on_ requisition 
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through a purchase order issued by the purchasing 
agent and approved by the superintendent, except in 
emergency. 

In the same manner, the engineer orders routine 
supplies, the housekeeper and painter likewise, the 
radiologist orders the routine supplies, the medical tech- 
nologist orders the routine laboratory supplies, and the 
pharmacist orders all supplies, routine and_ other. 
These, too, pass through the regular channels. 

Under our plan of “cooperative supervision,” one 
similar to that described in a recent magazine by Dewey 
Lutes, Administrator of Ravenswood Hospital, Chi- 
cago, and Executive Secretary of the American Col- 
lege of Hospital Administrators, the department head 
requiring the goods makes out a requisition. 

In all circumstances, all goods ané all invoices come 
to the purchasing agent, except those for the dietary 
department and pharmacy. They are-checked with the 
requisition and purchase order for quantity and price. 
We have samples to show how this is done. The in- 
voices are initialed by the department head before be- 
ing brought to the superintendent by the purchasing 
agent for final approval. Then, after a voucher has 
been prepared, they go to the cashier for payment. In 
this way, our goods are purchased, received, and 
stocked, and made ready for central supply. 

Thursdays are set aside for buying from local firms, 


- although each agent is accorded a courteous inter- 


view, no matter what day he calls. We feel that this 
same agent is in a position to be a good-will ambassador 
for our hospital. 

As I have said before, we have a modified central 
supply service provided in the Tacoma General Hos- 
pital, one which is very satisfactory to us. We have 

(Continued on page 42) 
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American Hospital Association 


» » While the program for the Amer- 
ican Hospital Association convention at 
Atlantic City, September 13 to 17, has 
not yet taken sufficiently definite form 
to warrant specific announcement, 
enough features have been arranged to 
warrant the belief that the Association 
will live up to its well earned reputa- 
tion. 

First, and very important, is the fact 
that everything will be on one floor, 
promoting the get-together between ses- 
sions, a feature which has always been 
so profitable and pleasant, particularly 
to those who regularly attend the con- 
ventions. There will be no stairs to 
climb and no separation of the crowd 
on different levels. Registration will be 
in the lobby, from which open two large 
hal's. Immediately beyond the lobby 
is the main floor of the hall in which 
exhibits will be arranged along seven 
aisles. Off the exhibition hall are four 
smaller rooms in which sectional meet- 
ings will be held. 

At the end of the main ha!l opposite 
the entrance and beyond the exhibits, is 
the stage on which the “Hobby Exhibit” 
will be placed. This is a feature which 
originated at Cleveland last year and 
Was so great a success that it will be 
repeated this year. Too many _ people 
in the hospital field have no regular 
side interest. Many have hobbies which 
do not produce anything that is tangi- 
hie for exhibition purposes but there are 
hundreds of hobbies that are worth 
bringing out into the open and should 
le a source of pride as well as of pleas- 
ure. Last year, the exhibit ran largely 
to photographic art and among the ex- 
hibiturs were Dr. Harvey Agnew, Dr. 
Parnall, Miss Brandt and Dr. Max 
Thorek. Why not more of the other 
hobbies such as painting and drawing, 
wood working, mechanical arts and ra- 
dio? Each hobby will be of interest 
to some other person, and common in- 
terests found in this feature should often 
become the basis of personal friend- 
ships. 

There is a rumor of another unique 
feature which should be both instruc- 
tive and entertaining. Its father ap- 
pears to be the question box and _ its 
mother the round table. There will 
be a court scene in which a trial will 
be staged, the litigants, Disturbing Con- 
ditions vs. Corrective Procedure. There 
will be a presiding judge and an at- 
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torney. The jurors will be experts in 
the divisions of the hospital who will 
answer questions which are the con- 
cern of their special department. Op- 
portunities will be given for those hav- 
ing questions to present them for dis- 
cussion. An interesting time is pre- 
dicted for Judge, Attorney, Jurors and 
those attending the court. 

Among the speakers and guests who 
will be present are Dr. Joseph W. Moun- 
tain, Surgeon, and Elliot Pennell, As- 
sociate Statistician, of the United States 
Public Health Service, who will speak 
on “Financial Support of Non-Govern- 
mental Hospitals as Revealed by the 
Census of American Business.” It is 
perhaps needless to recall that this is 
one of the vital hospital questions of 
the day. 

Captain J. E. Stone of the Birming- 
ham Hospital Centre, Birmingham, 
England, will be the guest of honor of 
the Association. Captain Stone is one 
of the leading hospital administrators 
of that country and, while the hospital 
system in England is different from that 
of the United States, the problems of 
both are the same and the two systems 
are developing along similar lines. 

As the program of business and enter- 
tainment develop, each week indicates 
more and more that attendance will be 
worthwhile. 


Preliminary Program of 

A. P. H. A. Convention 

» » Preliminary program of the Amer- 
ican Protestant Hospital Association, to 
ke held at the Hotel Ambassador, At- 
lantic City, N. J., September 10 to 12, 
is as follows: 

Friday afternoon session. Sept. IO. 
Venetian Room, President A. M. Cal- 
vin presiding. 

2:00 p. m.—Invocation, Rev. Henry 
Merle Mellen, D.D., Pastor, First Pres- 
byterian Church, Atlantic City, N. J. 

Address of Welcome, Rev. John G. 
Martin, Superintendent, St. Barnabas 
Hospital, Newark, N. J. 

2:15 p. m.—‘‘Administrative Methods 
as Applied to a Church Hospital.” 

1. Office, Frank Walter, Superintend- 

ent, St. Luke’s Hospital, Denver, 
Colo. 
Housekeeping Department, Mrs. 
Doris L. Dungan, Housekeeper, 
West Jersey Homeopathic Hospital, 
Camden, N. J. 


Dietary Department, Esther Wolfe, 
R. N., Superintendent, Hutchinson 
Community Hospital, Hutchinson, 
Minn. 

Operating Room, Stewart B. Craw- 
ford, Assistant Superintendent, 
Maryland General Hospital, Balti- 
more, Md. 

Plant and Equipment, R. A. Net- 
tleton, Superintendent, Methodist 
Hospital, Des Moines, Iowa. 
Purchasing Department, May Mid- 
dleton, Superintendent, Methodist 
Hospital, Philadelphia, Pa. 

4:00 p. m—Round Table Discussion, 
E. I. Erickson, Superintendent, Augus- 
tana Lutheran Hospital, Chicago, IIl. 

4:30 p. m—“The Admitting Office” 
(a skit). Directed by A. F. Branton, 
M. D., Superintendent, Willmar Hos- 
pital & Clinic, Willmar, Minn. 

5:00 p. m—Song Service (Unison). 
Led by Robert Jolly, Administrator, 
Memorial, Houston, Texas. 

Friday evening. session. Venetian 
Room G. T. Notson, D. D., First Vice- 
president, presiding. 

7:30 p. m—Memorial Service for Dr. 
Hyde, Clinton Smith, Administrator, 
Grant Hospital, Chicago, III. 

“The Type and Extent of Religious 
Work in a Church Hospital,” Rev. Paul 
Wendt, Evangelical Deaconess Hospital, 
Milwaukee, Wis. 

Discussion, Rev. C. O. Peterson, Su- 
perintendent, Norwegian Lutheran Hos- 
pital. Brooklyn, N. Y. 

“Women’s Auxiliary in a Church Hos- 
pital,” Mrs. Leon Ogden Gilmore, Presi- 
dent, Abercrombie Guild, Christ Hos- 
pital, Jersey City, N. J. 

General Discussion. 

Song (Unison). Led by Robert Jolly, 
Administrator, Memorial Hospital, Hous- 
ton, Texas. 

Saturday morning session. Sept. 11. 
Venetian Room. Bryce Twitty, Second 
Vice-president, presiding. 

9:00 a. m—“Our Nursing Schools.” 

“Meeting the Educational Demands in 
Our Training Schools Through Coop- 
eration of Local Educational Agencies,” 
Meta Pennock, Editor, Trained Nurse 
& Hospital Review, New York, N. Y. 

9:45 a. m.—Discussion, Martha Rob- 
erson, Superintendent, Medical & Surgi- 
cal Memorial Hospital, San Antonio, 
Texas. 

10:15 a. m—“A Program of Recrea- 
tion and Entertainment for Student 
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Nurses,” Lilliam Williams, Superintend- 

ent, Laconia Hospital, Laconia, N. H. 

10:25 a. m.—Discussion, Margaret 
Ashmun, President, New Jersey State 
Nurses’ Association, Orange Memorial 
Hospital, Orange, N. J. 

10:35 a. m—Round Table—Subject: 
“Schools of Nursing,” Robert Neff, 
President-elect, American Hospital As- 
sociation, and Superintendent, Univer- 
sity of Iowa Hospitals, fowa City, Iowa. 

11:50 a. m—Song (Unison). Led by 
Robert Jolly, Administrator, Memorial 
Hospital, Houston, Texas. 

Saturday. Noon session. Rainbow 
Room. A. M. Calvin, President, pre- 
siding. 

12 p. m—Luncheon Meeting. Busi- 
ness Session. 

Saturday afternoon session. Sept. 11. 
Venetian Room. Clinton Smith, Presi- 
dent-elect, presiding. 

TRUSTEES’ SECTION 

2:30 p. m.—Clinton Smith, President- 
elect, presiding. 

2:30 p. m—‘“Social Security as Ap- 
plied to Tax-Exempt Institutions,” Hon. 
Herman L. Ekern, Attorney, Chicago, IIl. 

3:00—“Discussion,” E. E. Hanson, 
Superintendent, Lutheran Deaconess 
Hospital, Chicago, Il. 

3:15 p. m—“A Survey of Church 
Hospitals,’ Rev. N. E. Davis, D. D., 
Methodist Episcopal Homes & Hospitals, 
Columbus, Ohio. 

3:45 p. m—“The Place of the Board 
of Trustees in a Hospital Picture,’ Mal- 
colm T. MacEachern, M. D., Associate 
Director, American College of Hospital 
Administrators, Chicago, II. 

4:15 p. m.—“Group Hospitalization as 
It Concerns the Church Hospitals,” 
Bryce L. Twitty, Superintendent, Bay- 
lor University Hospital, Dallas, Texas. 

4:30 p. m—Discussion, E. A. van 
Steenwyk, Executive Secretary, Minne- 
sota Hospital Service Ass’n, St. Paul, 
Minn. 

4:45 p. m.—Round Table Discussion, 
Dr. C. S. Woods, Superintendent, St. 
Luke’s Hospital, Cleveland, Ohio. 

Song (Unison). Led by Robert Jolly, 
Administrator, Memorial Hospital, Hous- 
ton, Texas. 

Saturday. Banquet session. Sept. 11. 
Venetian Room. <A. M. Calvin, Presi- 
dent, presiding. 

“Hospitals in Wonderland,” B. C. 
MacLean, M. D., President, American 
College of Hospital Administrators, 
Strong Memorial Hospital, Rochester, 
Nie. 

Address, Rev. Joseph B. C. Mackie, 
D D., Pastor, Northminster Presby- 
terian Church, and Trustee, Presby- 
terian Hospital, Philadelphia, Pa. 
Sunday morning Church Service, 


Sept. 12. Venetian Room. 

10:30 a. m.—Invocation, J. H. Bauern- 
feind, D. D., Chicago, III. 

Sermonettes : 

“Service and Science Must Catch Up 
for the Good of Humanity,” A. G. 
Hahn, Business Administrator, Protest- 
ant Deaconess Hospital, Evansville, Ind. 

“Service and Science Must Catch Step 
for the Sake of Science Itself,” E. E. 


King, Superintendent, Missouri Baptist 
Hospital, St. Louis, Mo. 

“Service and Science Must Catch Step 
for the Glory of God,” Robert Jolly, 
Administrator, Memorial Hospital, 
Houston, Texas. 

Sermon: “How Can Service and 
Science Catch Step with Each Other 2” 
Rey. C. C. Jerrell, D. D., Atlanta, Ga. 


Mid-West Hospital Association 


» » The opening session of the Mid- 
West Hospital Association (comprising 
Colorado, Kansas, Missouri and Okla- 
homa) was called to order Thursday. 
June 10th, at the Hotel Broadmoor, 
Colorado Springs, Colo., President Wil- 
liam S. McNary presiding. 

Dr. E. T. Olsen, Superintendent, State 
University and Crippled Children’s Hos- 
pital, Oklahoma City, presented a paper 
on “The Hospital and the Accident 
Case,” which was followed by a paper 
on “Efficiency in the Linen Room and 
Laundry,” by Walter G. Christie, Su- 
Perintendent of Presbyterian Hospital, 
Denver. “Why Hospitals Need Finan- 
cial Aid” was discussed by Rev. J. E. 
Lander, Financial Secretary of Wesley 
Hospital, Wichita, Kansas, and Dr. 
Maurice H. Rees, Dean and Superin- 
tendent, University of Colorado School 
of Medicine and Hospitals, Denver, 
spoke on “The Care of the Neurotic 
Patient in the General Hospital.” 

The afternoon session was presided 
over by Dr. Herbert A. Black, Super- 
intendent, Parkview Hospital, Pueblo, 
Colorado. In the absence of Dr. Claude 
Munger, Msgr. John R. Mulroy, Di- 
rector of Catholic Charities, Denver, 
gave a paper on “Desirable Relations 
Between the Voluntary Hospital and 
Welfare Agencies Upon Behalf of the 
Indigent. Patient.” Dr. Joseph A. 
Doane, Medical Director, Jewish Hos- 
pital, Philadelphia, spoke on “Employe 
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Sept. 8-9—Canadian Hospital Council, 
Ottawa, Canada. 


Sept. 10-12—American Protestant Hospital 
Association, Atlantic City. 

Sept. 12-17—American College of Hospital 
Administrators, Atlantic City. 

Sept. 13-17—American Occupational Ther- 
apy Association, Atlantic City. 

Sept. 13-17—Children’s Hospital Associa- 
tion, Atlantic City. 

Sept. 13-17—National Association of Nurse 
Anesthetists, Atlantic City. 

Sept. 13-17—American Hospital Associa- 
tion, Atlantic City. 

Oct. 18-21—American Dietetic Association, 
Richmond, Va. 

Oct. 25-27—Ontario Hospital Association, 
Toronto, Canada. 


Oct. 30—Kansas Hospitel Association, 
Newton, Kans. 
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Relations,” and A. M. Calvin, President 
of the American Protestant Hospital 
Association, presented a paper on “Re- 
construction Problems.” An “American 
College of Hospital Administrators’ 
Round Table Session” was conducted 
by Miss E. Muriel Anscombe, St. Louis, 
and J. Dewey Lutes, Executive Secre- 
tary of the college, discussed its pur- 
pose and activities. 

The annual banquet was held in the 
Banquet Room of the Broadmoor Hotel, 
Thursday evening, Mr. McNary presid- 
ing. The invocation was given by Very 
Rev. Msgr. John R. Mulroy, Director 
of Catholic Charities, Denver. Follow- 
ing the dinner the guests of honor at 
the speakers’ table were introduced. A. 
M. Calvin responded for the American 
Protestant Hospital Association and Dr. 
Joseph A. Doane, a former President 
of the American Hospital Association, 
responded for the latter organization. 
After a musical program, the address 
of the evening was given by Honorable 
Robert L. Stearns, President, Colorado 
Bar Association and Dean of University 
of Colorado School of Law, Boulder, 
Colorado. An informal party, in which 
all the guests participated, concluded 
the evening’s entertainment. 

At the Friday morning session, pre- 
sided over by T. J. McGinty, Vice- 
president of the Mid-West Hospital As- 
sociation and Superintendent of the 
Southeast Missouri Hospital, Cape Gi- 
rardeau, Missouri, members of the Col- 
orado State Dietetic Association were 
in attendance. Dr. Joseph A. Doane 
gave a most interesting talk on “Dietetic 
Dilemmas,” which was discussed by 
Miss Anscombe and L. C. Austin, Ad- 
ministrator, Menorah Hospital, Kansas 
City. This was followed by an infor- 
mative discussion of “The Romance of 
Dishes” by Samuel Carson of the Car- 
son Crockery Company, Denver, Colo- 
rado, after which the association’s an- 
nual business meeting was held. 

The following officers were elected: 

President, T. J. McGinty, Superin- 

tendent, Southeast Missouri Hospital, 
Cape Girardeau, Mo.; President-elect, 
Dr. E. T. Olsen, Superintendent, State 
University and Crippled Children’s Hos- 
pital, Oklahoma City, Oklahoma ; First 
Vice-president, Rev. J. E. Lander, Fi- 
nancial Secretary, Wesley Hospital, 
Wichita; Second Vice-president, Wal- 
ter G. Christie, Superintendent, Presby- 
terian Hospital, Denver; and Executive 
Secretary and Treasurer, Florence King, 
Assistant Administrator, Jewish Hos- 
pital, St. Louis, Missouri. 
' The Friday afternoon session was 
given over to a Panel Round Table, Dr. 
Doane presiding. The following sub- 
jects were presented : 

Accounting, Grange Sherwin, Ac- 
countant, St. Luke’s Hospital, Denver, 
Colo.; Administration, E. E. King, Su- 
perintendent, Missouri Baptist Hospital, 
St. Louis; Dietetics, Rosella Hanfeld, 
President, Colorado State Dietetics 
Ass’n, and Dietitian, Mercy Hospital, 
Denver; Medical Records, Margaret 
Noale, Record Librarian, University of 
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Colorado School of Medicine & Hos- 
pitals, Denver, Colorado; and Nursing, 
Josephine Ballard, Superintendent of 
Nurses, Presbyterian Hospital, Denver. 


American College of Surgeons 
Hospital Conference 


» » The twentieth annua! hospital stand- 
ardization conference of the American 
College of Surgeons will be held Octo- 
ber 26 to 28, during the first four 
days of the Clinical Congress, at the 
Stevens Hotel, Chicago. An interesting 
program is being prepared consisting of 
formal addresses, papers, panel discus- 
sions and demonstrations. Throughout 
this program a special effort will be 
made to cover fully the many pertinent 
problems related to hospital administra- 
tion. In brief, the four-day program 
will be arranged as follows: 
Monday—At the opening session of 
the Congress, the approved list of hos- 
pitals will be officially announced and 
representatives of various national or- 
ganizations will discuss various phases 
of hospital standardization. The after- 
noon session will be given over to a 
well-arranged panel discussion on med- 
ical staff conferences, concluding with 





a staged demonstration of a model con- 
ference. 

Tuesday—At the morning session the 
various special services of the general 
hospital will be discussed, including den- 
tal service, care of psychiatric patients, 
occupational therapy, physical therapy, 
cancer clinics, etc. For the afternoon 
a series of carefully selected and planned 
practical demonstrations in Chicago hos- 
pitals will be arranged, presenting such 
problems or phases of hospital work as are 
of greatest interest to the visiting dele- 
gates. A special session will be ar- 
ranged for the evening for the discus- 
sion of the public relations problems of 
hospitals. 

Wednesday—In the morning there will 
be a joint session with the Association 
of Medical Record Librarians of Amer- 
ica for the discussion of medical record 
problems. In the afternoon visiting del- 
egates will have an opportunity of at- 
tending demonstrations in hospital ad- 
ministration in local hospitals or of at- 
tending the special conference on grad- 
uate training for surgery at headquar- 
ters. 

Thursday—The morning and afternoon 
sessions are to be given over to round 
table conferences for the discussion of 
sixteen pertinent practical topics of vital 
interest to all hospital administrators. 
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NEW OFFICERS OF THE HOSPITAL ASSOCIATION OF PENNSYLVANIA 
Shown above are the new officers of the Hospital Association of Pennsylvania, 
elected at the 16th annual convention held June 2 to 4 at Buck Hill Falls, Pa. 





| First Row, left to right: Elmer E. Matthews, superintendent, Wilkes-Barre Gen- 
eral Hospital, Wilkes-Barre, Treasurer; Mary B. Miller, Presbyterian Hospital, 
Pittsburgh, President; Edith Irwin, Superintendent, Westmoreland Hospital, Greens- 
burg, Pa., First Vice-president; Melvin L. Sutley, Delaware County Hospital, Drexel 
Hill, Pa., Trustee. 

Back Row, left to right: Roger A. Greene, Superintendent, Pottsville Hospital, 
Pottsville, Pa., Trustee; John N. Hatfield, Administrator, Philadelphia Hospital, 
Philadelphia, President-elect; Harold T. Prentsel, Administrator, Friends Hospital, 


Frankford, Pa., Executive Secretary. 
















South Carolina Hospital Associati 
» » The annual meeting of the South 
Carolina Hospital Association was he!d 
in Columbia, South Carolina, Saturday, 
May 22nd. The following officers were 
reelected and a unanimous vote of thanks 
was recorded in recognition, of their past 
services. President, H. H. McGill, Ad- 
ministrator of the Columbia Hospital, 
Columbia, South Carolina; Secretary- 
Treasurer, Charles H. Dabbs, M.A.C.H. 
A., Administrator of the Tuomey Hos- 
pital, Sumter, South Carolina. 

The adoption of revised constitution 
and by-laws was the most important 
work of the meeting and the revisions 
made will pave the way toward organ- 
ization along the same lines as_ those 
proposed for the American Hospital 
Association. 

The Secretary - Treasurer’s report 
showed that despite generous expendi- 
tures for the direct benefit of its mem- 
bers and for the betterment of the asso- 
ciation as a whole, the financial condi- 
tion was the best in its history and mem- 
bership had increased appreciably. 

The Hospital Day Committee did a 
splendid piece of work under the chair- 
manship of Miss Luella Schloeman, Ad- 
ministrator and Director of Nursing of 
the Shriners’ Hospital for Crippled Chil- 
dren, Greenville, South Carolina. 

South Carolina will be hosts to the 
Hospital Association of North Carolina 
and Virginia at the Tri-State Confer- 
ence in 1938 and the host city will be 
Columbia, South Carolina. 


Catholic Hospital Association 
» » Commencing Friday morning, June 
11, and lasting through the following Fri- 
day, the Catholic Hospital Association 
held one of the most interesting and in- 
structive series of meetings cf its history. 
These consisted of the fourth conference 
on hospital administration, the fifth insti- 
tute on nursing education, and the twenty- 
second annual convention of the associa- 
tion. 

The Fourth Conference on Hospital Ad- 
ministration opened Friday morning, and 
other sessions were held Friday afternoon 
and Saturday morning. Father Schwi- 
talla, President of the Association, pre- 
sided at all three sessions, which took the 
form of round table conferences at which 
the following subjects were discussed : 

1—The Health Facilities Survey. 

2—The Educational Preparation of the 
Hospital Administrator. 

3—The Curriculum in Hospital Admin- 
istration of the American College of Hos- 
pital Administrators. 

4—Educational Facilities for the Prepa- 
ration of Sister Hospital Administrators. 

5—Internship plans for Students in 
Hospital Administration. 

6—Group Hospitalization. 

The Fifth Institute on Nursing Educa- 
tion commenced on Saturday afternoon 
and continued through Sunday, all ses- 
sions being of the round table type. Three 
main themes were selected as follows: 
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1—Administration Phases of the School 
of Nursing. 

2—Curriculum Content. 

3—The Education of the Sister Nurse. 

On Monday morning the twenty-second 
annual convention of the Association was 
opened by celebration cf Pontifical Mass 
at the Cathedral of the Holy Name, the 
Celebrant being His Excellency, the Most 
Reverend Bernard J. Sheil, D.D., V.G., 
Auxiliary Bishop of Chicago. 

On Monday afternoon a general session 
was held at which the first order of busi- 
ness was greetings from different religious 
and civic bodies as well as from other 
asscciations active in the hospital field. 
In conveying greetings from the American 
College of Hospital Administrators, Dr. 
Basil D. Maclean, President, stated that 
the college hoped to offer courses in hos- 
pital administration in four universities 
during the coming year. Various topics of 
general interest were presented and the 
session closed with the presidential ad- 
dress delivered by the president, the Rev- 
erend Alphonse M. Schwitalla, S.J. 


Tuesday morning a general session was 
held, the theme being “The Hospital and 
Medical Education.” Dr. William O. Cut- 
ter stressed the fact that teaching has 
always been an essential part of the hos- 
pital, the standards of the hospital as an 
institution having been established long 
before standardization. Since 1872 there 
has been an increase in bed capacity from 
150,000 to 1,000,000, with more than half 
of the number admitted being hospitalized 
in 939 approved hospitals. There are 1400 
training schools for nurses in the hospi- 
’ tals at the present time instilling the essen- 
tial qualifications of a good nurse into the 
students, these qualifications being “char- 
acter, conscientiousness, and the ability to 
do the difficult and disagreeable.” 

Dr. Herman L. Kretschmer stressed the 
importance of specialization in all branches 
of the study of medicine and the present 
need for specialists of all kinds, as spe- 
cialization promotes accuracy in_ skill, 
saves time, and promotes ingenuity. Fa- 
cilities are offered, chiefly in hospitals, for 
training physicians who wish to take ad- 
vantage of the opportunities and the field 
is wide open for those qualified to spe- 
cialize. 

Tuesday afterncon was assigned to sec- 
tional meetings dealing with X-Ray serv- 
ice, Medical Social Service, Nursing Edu- 
cation, Purchasing, Medical Missionary 
Activities, and the Outpatient Department. 

On Wednesday morning a general ses- 
sion was set aside for consideration of 
“The Hospital and Social Education.” At 
this session it was clearly brought out that, 
due to the rapidly growing field, the de- 
mand for sccial workers is great and it 
is necessary that they be especially trained 
for this work. The Social Service Depart- 
ment is one of the most important depart- 
ments of a charity hospital, as a good 
social service worker can do a great deal 
toward helping the family make adequate 
adjustments to its environment. 

Thursday morning was again devcted to 
sectional meetings dealing with Labora- 
tory Service, Dietetics and Dietary Serv- 
ice, Religion in the Curriculum of the 


School of Nursing, Maintenance Prob- 
lems, Pediatric Nursing, and Operating 
Room Technique. 

On Thursday afternoon at a general 
session discussion centered around the va- 
rious aspects of “The Hospital and Re- 
ligious Education.” 

On Friday morning sectional meetings 
were held to discuss the Resident Medical 
Staff, Pharmacy Service, Physical Ther- 
apy Service, Hospital Constitutions, Ob- 
stetrical Nursing, and the Educational 
Objectives of the Course of Ethics. At 
the meeting of the obstetrical session, Dr. 
W. H. Vogt stated that the special quali- 
fications for an obstetrical nurse should 
be primarily those of a surgical nurse; 
she must be healthy (no infections), have 
good manners and general ability. He 
especially emphasized the wearing of 
masks in the labor room, the masks to 
cover both the nose and mouth and not 
just the mouth, as many times seen. 

The first part of the agenda for the 
closing session on Friday afternoon was 
assigned to the closing business of the 
convention, after which some of the phases 
of nursing edycation were further dis- 
cussed. At the business session several 
resolutions of importance were adopted 
and the officers of the association were 
reelected as follows: 

His Excellency the Most Reverend John 
Joseph Glennon, D.D., Archbishop of St. 
Louis, Honorary President and Advisor ; 
the Rev. Alphonse M. Schwitalla, S.P., 
St. Louis University, St. Louis, Mo., 
President ; the Righ Reverend Msgr. Mau- 
rice F. Griffin, LL.D., St. Philomena’s 
Church, Cleveland, Ohio, Vice President ; 
Sister Helen Jarrell, R.H., St. Bernard’s 
Hospital, Chicago, Il., Secretary; Sister 
M. Irene, S.S.M., St. Mary’s Hospital, St. 
Louis, Mo., Treasurer, and M. R. Kneifl, 
Executive Secretary. 


South Dakota Hospital 
Association 

» » The South Dakota State Hospital 
Association elected P. J. Blegen of the 
Peabody Hospital, Webster, presiding at 
the concluding session of the state con- 
vention at Aberdeen, S. Dak. Rev. C. 
M. Austin of the Sioux Valley Hospital 
at Sioux Falls was elected vice-presi- 
dent. George Kienholz of St. Mary’s 
Hospital at Pierre was re-elected secre- 
tary-treasurer. 


Imposing Upon Hospitals 

» » A law has been passed in Mary- 
land which at least - halfway protects 
hospitals from financial imposition to 
which they have been subjected for 
many years. It applies especially to 
cases of persons injured in motor vehicle 
accidents. While the assembly turned 
down the 100 per cent proposal, it did 
vote to allow the hospital to recover 50 
per cent of the compensation received 
hy the patient. 
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Suit Against City Hospital 

Board Dropped 

» » An injunction suit, filed in the cir- 
cuit court in 1932 by osteopaths of Ot- 
tawa, Illinois, who were seeking an 
injunction to restrain the city of Ottawa 
and the members of the board of trustees 
of Ryburn-King Hospital from inter- 
fering with their use of the hospital, 
was dismissed by Judge Robert E. Lar- 
kin today, on motion of the complain- 
ants. The suit was started after a hos- 
pital staff comprised of Ottawa phy- 
sicians had been appointed. The os- 
teopaths construed this action on the 
part of the hospital board as forcing 
them to practice under the supervision 
of physicians. 


Hospital Plan Now 

Protects Above 14,000 

» » Hospital care for 14,000 persons un- 
der the not-for-profit plan for hospital 
care has been announced by Perry Ad- 
dleman, executive director of the Group 
Hospital plan for Chicago. The entire 
cost of the plan is placed at $9.60. a year. 


Remodeling of Sanitarium 
Is Completed 


» » In keeping with the plan to meet the 
highest professional standards of Class 
A hospitals, the members of the board 
of trustees of the St. Joseph Sanitariuni, 
St. Joseph, Mich., has completed the 
most ambitious remodeling program yet 
undertaken at the local institution. 
Among the many improvements is the 
installation of a new style sprinkling 
system for the entire hospital, which 
makes the institution as nearly safe and 
fireproof as possible. The new system 
was installed at a cost of $2,500. The 
maternity unit has been segregated on 
the second floor where the new nursery, 
new delivery room and new formula 
room have been grouped together, mak- 
ing a most convenient setup. 


Society of New York Hospitals 
Shows Decreased Deficit 

» » One of the many indications of im- 
provement in the finances of hospitals 
is contained in a report received from 
the society of New York Hospitals. 
This organization of hospitals, in spite 


of an increased expenditure for the care 


of free patients, shows a decrease in 
operating loss amounting to 14.5 per 
cent. The improved financial condi- 
tion i$ attributed to greater efficiency 
in operation and increase in both non-op- 
erating and operating revenues. Par- 
ticularly significant to endowed hos- 
pitals is the statement that the “en- 
dowment position of the society has, 
for the second year, shown a marked 
advance.” The immediate income of the 
society has been augmented by higher 
returns from securities. 
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Nurses Fete Half Century 
of Hospital 


» » Alumnae of the School of Nursing, 
the University Hospital of the Good 
Shepherd, Syracuse, N. Y., returned to 
Syracuse from several sections of the 
State on May 22nd, to join in a celebra- 
tion of the 50th anniversary of the 
school’s founding. The three-day pro- 
gram opened with a semi-formal dance 
in Onondaga Hotel. Members of the 
1937 graduating class were guests of 
honor. 


PERSONALITIES 


@ GERHARD HARTMAN has been 
appointed Assistant Executive Secre- 
tary of the American College of Hos- 
pital Administrators. Mr. Hartman has 
been associated with Dr. Michael Davis 
and Dr. Arthur Bachmeyer in the 
courses in Hospital Administration 
which they have conducted, and is at 
present in the school of business of the 
University of Chicago. He assumed 
his new duties on July Ist. 


@ JOHN N. HATFIELD has resigned 
as Executive Secretary of the Hospital 
Association of Pennsylvania and Harold 
T. Presentzie, business manager of 
Friends’ Hospital, Frankford, Pa., has 
been appointed to that position. 


@ MRS. D. R. CLINARD, $superin- 
tendent of the Robertson County Hos- 
pital, Springfield, Tenn., since its open- 
ing nearly three years ago, has resigned 
recently. 


@ T. R. PONTON, M. D., Editor of 
HospitAL MANAGEMENT, spent the first 
two weeks of June in Saskatoon, Sask.., 
conducting a medical audit for the City 
Hospital. The audit, which covered the 
first four months of the years 1935, 
1936 and 1937, was undertaken by the 
Board of Governors and the Medical 
Staff for the purpose of evaluating the 
general efficiency of the professional! 
work of the hospital and of determin- 
ing any means whereby that efficiency 
could be increased. 


@ MRS. DAGMAR EINSPAHR, su- 
perintendent of the Baldwin hospital, 
Redfield, So. Dak., for twelve years, 
resigned recently because of ill health. 


@ MISS HILDA DAHLMAN, super- 
intendent of the Community Hospital, 
Detroit Lakes, Minn., has resigned that 
position. She will be succeeded by Miss 
Sigrid Swanson of Los Angeles. 


@ W. L. BENFER, who was appointed 
superintendent of Toledo Hospital, To- 
ledo, Ohio, in January of this year, has 
grown up in the institution. Starting 
as a clerk in the storeroom in 1928, he 
has gradually advanced through the va- 
rious departments of the institution, 
until finally he was selected to succeed 
the late George Wilson, the former su- 
perintendent. i 
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Ben Morgan, M.D. 


@ Grant Hospital, Chicago, Ill., has es- 
tablished a department of anesthesia with 
Dr. Ben Morgan, inventor of the Morgan 
Anesthesia Machine, in charge on a full- 
time basis. Dr. Morgan, who is inter- 
nationally known as a teacher of anes- 
thesia, will conduct a school in connection 
with the department. 


@ M. T. MAC EACHERN, M. D., As- 
sociate Director of the American Col- 
lege of Surgeons, sailed Wednesday, 
June 23rd, to attend the meeting of the 
International Hospital Association in 
Paris. He will return to Chicago on 
July 31st. 


@ JOHN K. DEAGAN, M. D., for- 
merly of the staff of the Albany Hos- 
pital Tuberculosis Sanatorium, Albany, 
N. Y., has been appointed provisionally 
as superintendent of the new Herman 
M. Biggs Memorial Hospital at Ithaca. 


@ ALFRED F. WAY, M. D., has been 
appointed superintendent of the Bron- 
son Hospital, Kalamazoo, Michigan. He 
has been acting -sunerintendent of the 
hospital since January 9th of this year. 


@ MISS JESSIE ©. BROADHURST, 
superintendent of the Broad Street Hos- 
pital, Oneida, N. Y., has resigned. 


@ STUART P. CROMER, M. D., has 
been appointed medical director of “Bay- 
lor University Hospital and Baylor Free 
Clinic, Dallas, Tex., succeeding Dr. E. 
M. Dunstan, recently chosen superintend- 
ent of Parkland Hospital and the head 
of the city-county hospital system. Dr. 
Cromer is assistant medical superintend- 
ent of the Research and Educational 
Hospital, University of TIllinois. He 
holds a master’s degree from Ohio State 
University, a Ph.D. degree from North- 
western University and an M. D. de- 
gree from the Northwestern University 
School of Medicine. 


@ J. B. STOKES, M. D., for the last 
fifteen months associated with the tu- 
berculosis sanatorium at Ottawa, Mich- 






igan, has accepted the position as su- 
perintendent of the Livingston County 
Sanatorium. 


@ DE MOSS TALIAFERRO, superin- 
tendent of the City Hospital, Rockford, 
Ill., has been appointed superintendent 
of the Children’s Hospital, Denver, Colo., 
succeeding Robert B. Witham. Before 
going to Rockford, Mr. Taliaferro was 
for nine years superintendent of the 
Galesburg Cottage Hospital of Gales- 
burg, Ill. 


@ O. S. HAUK, M.D., superintendent 
of the State Home for Feeb‘eminded at 
Nashville, Tenn., has been appointed su- 
perintendent of the Eastern State Hos- 
pital in Knoxville. Dr. C. D. Lee, as- 
sistant superintendent at the home for 
feeb!eminded, is reported to be in line to 
succeed Dr. Hauk at Nashville. 


@ ALFRED R. SHANDS, JR., M.D., 
of Duke University has been selected as 
resident physician of the yet unbuilt 
Nemours Foundation Home and Hos- 
pital for Crippled Children, construc- 
tion of which was provided for by the 
late Alfred I. duPont. 


@ WILLIAM J. DONNELLY has 
been appointed superintendent of Prince- 
ton Hospital, Princeton, N. J. For the 
past six years, Mr. Donnelly has been 
purchasing agent of St. Luke’s and Chil- 
dren’s Hospital, Philadelphia. 


@ JOSEPHINE E. THURLOW, R.N., 
has been appointed superintendent of the 
North Adams Hospital, North Adams, 
Mass., succeeding Miss Mary Larter. 


@ MRS. DEBORAH McADAMS has | 
been appointed superintendent of the ..- 


Robertson County Hospital, Springfield, 


Tenn., succeeding Mrs. D. R. Clinard, 


who has held that position for three 
years. 


@ CLYDE MILLER, M.D., has been 
named superintendent of the County 
Hospital, Wichita, Kansas, succeeding 
Dr. H. O. Anderson who has held the 
post for the last two years. 


@ JOSEPH W. TAYLOR, M.D., was 
recently elected chairman of the active 
staff of the Tampa Hospital, Tampa, 
Fla. Dr. S. H. Etheredge was named 
vice chairman, and Dr. James S. Grable 
was reelected secretary. 


DEATHS 


@ Cc. H. JAMESON, M.D., 50, chief 
of staff at St. Anthony’s Hospital, Hays, 
Kansas, died of a heart attack June 14. 
He had been a member of the hospital 
staff for 26 years. 


@ A. BURTON ECKERDT, M.D., su- 
perintendent of the Territorial Hospital 
in Honolutu for sixteen years, died there 
June 20. He was 49 years of age and 
a graduate of the Physicians and Sur- 
geons College, Baltimore, Md. 
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CHICKEN SALAD ... garnished with fruit 
and cream cheese, sliced tomatoes and 
butter crackers, and combined with a 
cream soup and simple dessert, makes a 


lat 7 


P and app g meal. 








Salads ON PARADE 


SALAD-MAKING is an art and the mate- 
rials that go into salads are as exquisite and 
beautiful as any artist could desire. I am 
fascinated with the fresh crispness of the greens and 
the brilliant coloring of the fruits and vegetables. | 
am also impressed with my responsibility in handling 
and serving these delicate and perishable foodstuffs 
which are fashioned into salads in which their orig- 
inal color, texture and flavor has been retained. 


» » » 


The choice in salad materials is as extensive as the 
variety of foodstuffs found in the market and grocery 
stores. Every year the supply is changing, more items 
are being added to the already abundant selection. The 
business of serving food to the public is as alive as life 
itself and requires constant alertness and study. 


Here are a few rules to follow in starting to build 
up your salad selection. Do one thing at a time. Plan 
to. introduce. one or two new salads and let your 
inspiration in choice of these salads come from sea- 
sonable items found on the markets. Classify your 
salads into different types so that you can use the index 
for menu suggestions and don't try to carry a large 
number of recipes for salads that are quite similar. 
Select for continued use the most popular of each kind. 
It is not necessary to use expensive ingredients to have 


Photographs of these salads and those on the front cover of 
the Food Department made at Henrotin Hospital, Chicago. 
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By MARIE L. CASTEEN 


Hotels Statler Company, Inc. 


delicious salads. It is better to employ thought and 
ingenuity. Go to market. Perhaps you can _ find 
something that is cheap because the other fellow, not 
knowing its possibilities, is not buying it. 

Standard recipes and methods of operation are es- 
sential if you expect to build a reputation for con- 
sistency in the service of salads that stand for uni- 
formity of quality, size of portions and method of 
service. It doesn’t make any difference how simple 
the procedure, there is always a more efficient way 
of doing it and that way should be standardized unti! 
a better way is found. If you have standard recipes, 
it is necessary to have standard equipment and utensils 
for preparation and service. In this connection, I 
would like to remind you that standardization is also 
necessary if you expect to control costs. 

Simplicity should be the keynote in salad preparation. 
Avoid serving the over elaborate salad, the kind that 
can’t stand the gaff of handling by employees and 
waiters, which to the guest is just another salad that 
has been knocked about too much. Ingredients should 
be of the finest quality and well chilled. The greens 
should be fresh, crisp and crinkly, the fruits and vege- 
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tables should have the appearance of being freshly pre- 
pared. Salads should taste as good as they look and 
look as good as they taste. Avoid monotonous salad 
mixtures. For the sake of appearance, avoid heaping 
plates. Be thrifty but not stingy with the lettuce and 
above all plan to make the rim of the salad plate a 
frame or setting for the salad. Salads should always 
be served on cold plates. 

Salad greens are the most important and most per- 
ishable of all the materials used in salads. They should 
be purchased each morning. If you are in charge 
of a salad department and your greens are habitually 
of poor quality, investigate the supply room. Perhaps 
they are carrying a week’s supply, and you are getting 
the end of last week’s purchase. If you are in the 
habit of serving only lettuce, go to market and be- 
come familiar with the great variety of salad greens 
at your disposa!. Chicory, escarole, romaine, endive, 

yatercress, cabbage (red and white), mint, spinach 
and many others that belong to the not often-used 
class, such as celery cabbage, savoy cabbage, swiss 
chard, and such herbs as dill, chervil and tarragon. As 
soon as the greens arrive from market, store them in 
the refrigerator until they are ordered by the salad 
department. 

They should be cared for as soon as they reach the 
preparation room. ._There must be no standing around 
in a warm room if you expect to serve crisp and crinkly 
salads. In small kitchens the procedure for handling 
is practically the same as that used in the home. Head 
lettuce is cleaned by removing the outer discolored 
leaves and the core. Each head is held under the cold 
water faucet.so that the water cleans and forces the 
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MIXED VEGETABLE SALAD ... a com- 
bination of crisp lettuce, cucumbers, 
tomatoes and celery, with French or Rus- 
sian dressing, may be served as the main 
course of hot weather suppers. 


leaves apart. Shake off as much water as_ possible 
and place the heads in wire baskets or on rack in the 
refrigerator to allow the water to drain off. If service 
is slow, break up one head at a time into lettuce cups. 

In large institutions the procedure for washing let- 
tuce is this: Sinks are partially filled with cold water 
and ice. The coarse outer leaves of the heads of let- 
tuce and any discolored spots are taken off and the 
core removed. Next, the whole heads are placed into 
the ice water for 10 to 15 minutes. They are then 
removed to clean draining baskets and when excess 
water is drained off they are stored in a refrigerator. 
The chilling seems to open up the leaves so that they 
may be easily separated when they are needed. This 
general procedure for washing and crisping lettuce 
can be followed for all kinds of salad greens. 


Lettuce 

Lettuce leaves should be kept in cup shape, the 
large leaves used for the base of the cup to hold the 
salad, and the small leaves used to “fill in,” or com- 
plete the cup. The small leaves make excellent small 
cups for garniture salads and may be used also for 
decoration. If the lettuce cup for holding the salad 
does not balance properly on the plate, place the palm 
of the hand gently in the center of it and shape the cup, 
being careful not to break it. The contents of the cup 
should show a trifle, to entice the diner. 


Watercress 
Watercress should be left in the bunch and washed 
under cold running water, separated afterwards in a 
colander or strainer and inspected carefully. If all 
(Continued on page 39) 
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» » » THE EXPRESSION “dietary department” 
is a most variable term. The meaning vacil- 
lates from a situation in which the dietary 

department is in charge of special diets for patients 
and the instruction of student nurses, to one in which 
the department is in complete charge of the food serv- 
ice in all its phases. The dietitian of today assumes a 
different role than she did twenty years ago when she 
was confronted with a strange combination of responsi- 
bilities which now appear highly humorous. Her 
duties at that time included counting out the soap and 
dispensing the washing powder allotted to the various 
departments. Naturally not too much time and energy 
was left for the tasks of menu planning, food prepa- 
ration and serving. Today the successful dietitian 
must keep in touch with the new in nutrition and she 
must provide a food service satisfactory to all. 

Because of the remarkable growth of the dietary 
department, and the assuming of additional and de- 
tailed duties by the dietitian, definite forms of organ- 
ization have become apparent. For what hospital ad- 
ministrator would not expect an efficient organization 
to which to entrust approximately 35 per cent of the 
hospital's annual expenditures—the amount usually as- 
signed to the dietary department for its various func- 
tions. Food is the largest single item on the hospital 
budget, and if it is wasted because of inefficient man- 
agement, valuable funds are also wasted. 

A large number of hospitals today are educational 
centers for the teaching of student nurses, student die- 
titians, medical students and interns. As teaching cen- 
ters, their objective is twofold: 

1. To produce good food for the patients and per- 

sonnel ; 

2. To teach the fundamentals of nutrition and good 
food habits to patients, doctors, nurses and _ stu- 
dent dietitians. 

Just as the most perfectly equipped operating room 
would be of no value without fine surgeons so the well- 
equipped kitchen requires an alert dietitian and a good 
staff of workers. The head dietitian in charge of any 
well-staffed dietary department should do general re- 
search work, trying to improve every phase of the 
department’s work and should be on the alert with new 
suggestions which wil! help to improve each staff mem- 
ber’s service. 

Each dietitian on the staff shou!d be responsible for 
certain major functions to adequately cover the ad- 
ministrative, therapeutic and teaching fields, and the 
necessary authority delegated to her to carry out her 
duties efficiently. While one dietitian is definitely re- 
sponsible for the teaching program, it is most im- 
portant that each staff member have experience and 
qualifications for teaching. The staff members should 
be familiar with present day trends and current litera- 
ture and should be encouraged to do research in their 
particular field. Leave of absence should be available 
for members of the staff to further their additional 
study or training. 


Presented at the Tristate Hospital Assembly, Chicago, May 
5, 6 and 7, 1937. 


THE ORGANIZATION OF A DIETARY DEPARTMENT 








By LUTE TROUTT 


Dietitian, Indiana University Hospitals, Indianapolis, Ini. 





It is a well known fact that the best way to teach 
is to do a good job oneself. Not only does each staff 
member in our department lead class discussions which 
emphasize the practical points pertaining to her service 
for the student dietitians, but she remembers as well 
that each duty performed by her must be an example. 
Each menu posted must be not just another meal to 
serve, but must be an adequate diet having esthetic 
appeal and fulfilling all the requirements for good 
food. Each staff assistant is a member of the student 
advisory committee and much individual attention is 
given over to the teaching of student dietitians in order 
to give them well-rounded training and experience. 

In addition to her specific duties, each staff member, 
likewise, is a part of the menu committee. This com- 
mittee functions actively by meeting once each week. 
Each dietitian who plans menus brings them to a meet- 
ing where they are read and discussed. With the com- 
bined efforts of the entire staff, we feel that we have 
improved our menus by checking cost, work required 
to prepare the meals, popularity of food and any other 
points which might determine whether the meals are 
a success or failure. As often as time permits, the 
administrator and his assistant “sit in” on these meet- 
ings, offer suggestions and criticisms and hear the dis- 
cussions of our own particular problems, which are 
purely departmenta!, yet which concern everyone be- 
cause they pertain to food. 

Perhaps the most important requirement of a good 
dietitian in the eyes of the administrator of the hos- 
pital, is her ability as a good business woman. She 
must be able to balance the budget! This does not 
mean serving cheap food or inadequate meals. By all 
means she must keep up a high food standard. 

The work of the administrative dietitian of any hos- 
pital organization is far-reaching and should include 
as many assistants as necessary to carry on the work 
efficiently. Her duties and responsibilities are many 
and varied. Food purchasing is of primary impor- 
tance. If she does not do this direct she should confer 
with the administrator or the purchasing agent to de- 
termine the quality, service and price of a commodity. 
She should be able to make comparisons and the order 
should be placed accordingly with all these factors 
taken into consideration. The administrative dietitian 
should watch market trends and decide when canned, 
fresh, or frozen vegetables and fruits can be used. 
After the purchase is made it is her responsibility to 
check for quality and correct quantity on delivery. 

Menu planning controls the cost of meals. Foods 
must b> planned with a knowledge of nutrition and 
with interest and imagination. This, to me, is the most 
important phase of the administrative dietitian’s re- 
sponsibility. Next her recipes must be standardized 

(Continued on page 39) 
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GENERAL MENUS FOR AUGUST 


Suitabie for Staff, Personnel and Patients Not Requiring Special Diets 





Breakfast 


Dinner 


Supper 





Melon 
Cream of Wheat 
Cinnamon Toast 


Bacon 


Sunday, August 1 
Iced Tomato Juice with Lemon 
Fried Chicken Creamed Potatoes 
Fresh Peas Perfection Salad 
Fresh Raspberry Sundae 





Orange Juice 
Pettijohn’s Cereal. 
French Toast Syrup 


Monday, August 2 
Prime Ribs of Beef Browned Potatoes 
Escalloped Eggplant and Tomatoes 
Head Lettuce Salad with Russian Dressing 
Chocolate Blanc Mange 


Cream of Mushroom Soup 
Club Sandwich 
Celery Hearts and Radishes 

Watermelon 





Creamed Sweetbreads in Pattie Shells 
Steamed Rice 
Carrot and Raisin Salad 
Blueberries and Cream Sugar Cookies 





Fresh Apple Sauce 
Oatmeal Broiled Ham 
Toast 


Tuesday, August 3 
Broiled Lamb Chops with Mint Jelly 
Duchesse Potatoes 
Spinach with Hard Boiled Egg 
Melon Ball Salad Tapioca Cream 


Vegetable Plate 


Devilled Egg 
Baked Stuffed Potatoes Bacon Curls 
Head Lettuce with 1000 Island Dressing 
Whipped Cream Cup Cakes 





Grapefruit Juice 
Cornflakes 
Fluffy Baked Eggs 


Toast 


Bacon 


Stuffed Breast of Veal 


Wednesday, August 4 
Philadelphia Pepper Pot Soup 


Harvard Beets Pear Salad 
Fresh Peach Ice Cream 


Cream of Corn Soup 


Buttered Noodles Chicken Livers and Mushrooms with Spaghetti 
Tomato Stuffed with Diced Cucumber Salad 


White Cherries 





Honey Dew Melon 
Ralston’s Cereal 


Sausages Doughnuts 


Thursday, August 5 
Baked Ham—Mashed Sweet Potatoes 
Topped with Marshmallows 
Cauliflower Polonaise—Mixed Fruit Salad 
Date Torte with Whipped Cream 


Cold Sliced Chicken and Spiced Cantaloupe 
on Lettuce 
French Fried Potatoes Lorenzo Salad 
Fresh Fruit Cup Brownies 





Sliced Bananas 
Shredded Wheat 
Poached Egg on Toast 


; Friday, August 6 
Broiled Fresh Salmon, Lemon Butter Sauce 


Parsley Buttered Potatoes—Fresh String Beans 
Raw Vegetable Salad Cocoanut Bavarian Cream 


Cheese Omelete with Spiced Peach Garnish 
Baked Potato Macedoine Salad 
Fresh Plums 





Stewed Apricots * 
Ralston’s Cereal Coddled Egg 
Toast 


Saturday, August 7 

Whole Boiled Potatoes 
Cucumber Pineapple Salad 
Diplomat Pudding 


Beef a la Mode 
Canned Peas 


Broiled Liver and Bacon—Buttered Noodles 


Head Lettuce with Roquefort Dressing 
Walnut Slices 





Orange Juice. 
Rice Krispies Broiled Ham 
Sweet Roll 


Sunday, August 8 
Fricasse of Chicken with Dumplings 


Mashed Potatoes Chef’s Salad Broiled Tomatoes 


Maple Nut Ice Cream 


Fruit Salad and Assorted Cheese Plate 
Butter Crackers 
Chocolate Cake with Boiled Icing 





Pineapple Juice : 
Pork Sausage Links 
Toast 


Oatmeal 


Monday, August 9 
Broiled Lamb Chops Parsley Potato Balls 
Italian Squash Celery Hearts and Radishes 
Coffee Bavarian Cream 


Canadian Bacon Baked Stuffed Potatoes 
String Bean Julienne Cantaloupe Salad 
Baked Apple 





Fresh Apple Sauce 
Dynamite Cereal 
Scrambled Eggs and Ham 


Julienne Carrots 


Tuesday, August 10 
Roast Veal with Currant Jelly 
Mashed Potatoes 
Rosita Salad 


Peach Tarts Raspberries and Cream 


Cream of Spinach Soup 
Spaghetti a la Creole Green Salad Bowl 
Chocolate Brownies 





Cantaloupe 
Pettijohn’s Cereal 
Griddle Cakes—Syrup 


Wednesday, August 11 
Broiled Ham on Pineapple Slices 
Franconia Potatoes Chopped Spinach 
Molded Vegetable Salad Almond Mousse 


Shirred Eggs with Tomato Sauce 
Baked Potato Braised Celery 
Wilted Lettuce _Date Bars 





Fresh Raspberries 
Creamed Dried Beef on Toast 
Toast 


Thursday, August 12 
Pickled Tongue with Cherry Sauce 
Buttered Potatoes 
String Beans Asparagus Salad 
Whipped Chocolate Gelatin 


Meat Roll with Gravy 


Fresh Peas and Onions 
Devilled Egg Salad 
Fresh Apricots 





Fresh Plums 
Oatmeal 
Soft Boiled Eggs—Toast 


Friday, August 13 
Poached Halibut with Egg Sauce 
Mashed Potatoes 
Escalloped Tomatoes - Head Lettuce Salad 
Pineapple Upsidedown Cake 


Cottage Cheese Salad 


Vegetable Plate with Fried Eggplant 
Diced Carrots 
Creamed Spinach with Radish Garnish 


Filled Cookies 





Fresh Blueberries 
Ralston’s Cereal 


Jelly Omelet Toast 


Saturday, August 14 
3aked Beef Tenderloin Potato Balls 
Creamed Broccoli Waldorf Salad 
Grapenut Custard 


Broiled Sweetbreads Baked Potatoes 
Macedoine Salad 
Fresh Plums 





Orange Juice 
Canadian Bacon 
Coffee Cake 


Sundav. August 15 
Fruit Cup Supreme 
Hot Chicken Sandwich Mashed Potatoes 
Asparagus Chopped Vegetable Salad 
Angel Food Cake with Ice Cream and 
Chocolate Sauce 


Potato Chips } 
Sliced Oranges and Bananas Arrowroot Cookies 


Vegetable Soup 
Assorted Sandwiches—Cream Cheese and 
Jelly, Peanut Butter. Ham Salad 
Celery Hearts and Olives 
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Breakfast 


Dinner Supper 





Stewed Apricots 


Wheatena 3acon 


Toast 


Monday, August 16 
Leg of Lamb Steamed Potatoes 
Buttered Cauliflower Head Lettuce 
Dutch Apple Cake 


Meat Loaf with Mushroom Gravy 
Romaine Pineapple Tit-bit Salad 
Seedless Grapes 





Stewed Apricots 


Cornflakes Bacon 


Toast 


Tuesday, August 17 
Corned Beef Whole Boiled Potatoes 
5 Minute Cabbage Molded Fruit Salad 
Raspberry Whip 


Vegetable Plate, Spinach, Poached Egg 
Baked Tomato Stuffed with Rice Turnips 
Pear with Cream Cheese Salad Cake 





Blackberries 
Grapenuts 


Cornfritters Syrup 


Wednesday, August 18 
Veal Birds Mashed Potatoes 
Buttered Lima Beans Wilted Lettuce 
Toasted Almond Blanc Mange 


Chicken a la King in Chinese Noodle Ring 
Julienne Carrots and Celery Combination Salad 
Fruit Cup Cocoanut-Sugar Cookies 





Sliced Orange and Grapefruit 
Puffed Wheat Broiled Ham 
Toast 


E Thursday, August 19 
Short Ribs of Beef Boiled Potatoes 
Stewed Tomatoes Endive Salad 
Whipped Jello 


Jelly Omelet String Beans 
Mixed Fruit Salad 
Gingerbread with Whipped Cream 





Prune Juice 
Cream of Wheat 


Eges a la King Toast 


Friday, August 20 
sroiled White Fish with Lemon and Pimento Green Pepper Stuffed with Corn Mexicane 
Creamed Potatoes Fresh Peas Tomato and Cottage Cheese Salad 
Chopped Cabbage and Carrot Salad Poppy Seed Rolls Fresh Peaches and Cream 


Creamed Rice with Raspberries 





Melon Balls in Pineapple Juice 
Oatmeal Scrambled Eggs 
Toast 


Fresh Apricots 
Omar Cereal 
Link Sausage with Bacon 


Saturday, August 21 
Ham Loaf with Horseradish Sauce 
Buttered Noodles Spinach Panama Salad 
Bread Pudding with Raisins 


Broiled Bacon Hominy 
Glazed Carrots Chopped Vegetable Salad 
Fresh Applesauce 





Sunday, August 22 
Grape Juice with Orange Ice 
Chicken a la Maryland Mashed Potatoes 
Fresh Corn 24 Hour Fruit Salad 
Chocolate Chip Ice Cream 


Cream of Mushroom Soup 
Fruit Salad Bowl 
Tea Biscuits with Strawberry Preserves 
Sponge Cake with 7 Minute Icing 





Plain Rolls and Jelly 


Blue Plums 
Puffed Rice Cheese Omelet 
Toast 


Steamed Potatoes 


Monday, August 23 
Pot Roast of Beef with Gravy 
Summer Squash Fruit Salad 
Date Nut Blanc Mange 


Hot Potato Salad 
Cole Slaw 


Watermelon 


Frankfurters 





Orange Juice 
Cream of Barley Cereal 
Cinnamon Toast with Pine-apricot 
Preserves 


Tuesday, August 24 
Lamb Patties Escalloped Potatoes 
Asparagus Pear and Lime Jelly Salad 
Chocolate Marshmallow Roll 


Broiled Ham with Spiced Pear 
Baked Stuffed Potato Cucumber Salad 
Nut Bread 





Blackberries 
Milk Toast 
Bacon 


Cantaloupe 
Canadian Bacon 
Toast 


Oatmeal 


Wednesday, August 25 
Fresh Ham French Fried Sweet Potatoes 
Broccoli Black Eyed Susan Salad 
Raspberry Ice with Cookies 


Macaroni and Cheese in Casserole 
Swiss Chard Orange and Celery Salad 
Fresh Fruit Cup 





Thursday, August 26 
Chicken Pie with Vegetab'es 
Head Lettuce Salad with Russian Dressing 
French Caramel Custard 


Hawaiian Salad with Deviled Egg and 
Bacon Curls Baked Potatoes 
Banana Cake 





Pineapple Juice 
Cream of Rice Cereal 
Shirred Egg 
Raisin Toast 


Friday, August 27 
Filet of Perch Mashed Potatoes 
Broiled Tomatoes Asparagus Salad 
Cottage Pudding with Lemon Sauce 


Salmon Loaf String Beans 
Raw Vegetable in Gelatin Salad 
Fresh Seedless Grapes 





Sliced Oranges 
Broiled Ham and Eggs 
Toast 


Saturday, August 28 ° 

Creamed Potatoes 
Pickled Beet and Egg Salad 
Almond Ice Box Cake 


Creamed Fresh Mushrooms on Toast 
3uttered Celery String Beans Salad 
Home Style Peaches 


Veal Chops 
Turnips 





Fresh Peaches 
Cornflakes 
Doughnuts 


Bacon 


Raspberries 
French Toast with 
Jelly 


Sundav, August 29 
Melon Ball Cocktail 
Broiled Chicken Hashed Browned Potatoes 
Creamed Cauliflower Pear Macaroon 
Janana Ice Cream Salad 


Cream of Asparagus Soup 
Salad Bowl with Cottage Cheese 
Clover Leaf Rolls 
Slice Bananas in Grapejuice Cocoanut Drops 





Monday, August 30 
Filet Mignon with Mushrooms 
Shoe String Potatoes Summer Squash 
Tomato Aspic Salad Meringue with Fresh Fruit 


Cold Meat and Cheese Plate 
Potato Salad Dill Pickles 
Honey Dew Melon 





Seedless Grapes 
Toasted English Muffins with 
Orange Marmalade 


Tuesday, August 31 

Lamb Steak Lyonnaise Potatoes 

Peas Celery Hearts and Carrot Strips 
Mint Ice Cream 


Sausage Patties Corn on the Cob 
Cabbage and Anple Salad 
Caramel Cake 
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Salads on Parade... 
(Continued from page 33) 





the stem ends are kept together, the watercress can be 
more easily handled. 


Celery 

The inner parts of celery are, of course, used for 
celery hearts. The large outer stalks are used for 
diced celery and celery julienne (cut in fine strips). A 
bath in ice water gives crisp “curls.” Celery leaves 
are used for garnish, although some people enjoy the 
small tender ones mixed with salad greens. 


Tomatoes 

For the most part tomatoes should be skinned be- 
fore serving. If scalded and skinned early in the 
morning and placed in a refrigerator to chill, they 
will be firm enough when ready to be used. The only 
time when there is an excuse for compromising is 
when tomatoes are very ripe or when a large num- 
ber is being prepared. 


Green Peppers 
Green peppers should be served in small, finely 
chopped pieces or slivers. 


Fruits 

The best apples for salads are those which are tart 
in flavor, crisp in texture and white in color. Apples, 
peaches and pears should be placed in a salt water 
solution to prevent them from discoloring. 

3ananas are ready for salads when they are yellow 
all over; brown flecks are additional proof of their 

‘readiness for the salad bowl. When sliced, have a 
bowl of either grapefruit juice, canned pineapple juice, 
orange or lemon juice at hand and drop the slices into 
the fruit juice. 

To avoid waste in preparing orange and grapefruit, 
take a sharp knife, peel the fruit down to the juicy 
meat, removing all outer skin and membrane. Cut on 
either side of each dividing membrane and remove the 
meat, segment by segment. 

Salads adapt themselves to different courses of the 
menu with great readiness. Consider the menu as a 
whole before selecting the salad. It should always be 
attractive and striking in appearance and offer a con- 
trast and texture to the other foods being served. 


Dietary Department... 
(Continued from page 34) 





and priced for individual servings before being used. 
They should be checked as to portions expected and 
a constant study in yields that are obtained from the 
purchase units should be carried on. 

Now, as we turn our attention to the therapeutic de- 
partment we see a different set up than in a few years 
back. In most hospitals this part of the department 
formerly functioned more nearly as an independent 
unit. In many hospitals today the so-called special diet 
kitchen no longer exists. Instead, therapeutic diets are 
served as modifications of the normal hospital diet and 
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TO IMPROVE OUR SERVICE 
...and save money doing it!” 


@ Working side by side with eminent hos- 
pital dietitians, Continental has developed 
a plan for better and more facile coffee 
service that has proved highly practical in 
every hospital in which it has been used. 

Because of it, the patients have become 
more pleased with the coffee served to 
them. It has made the entire hospital 
routine seem brighter . . . more efficient 
. . . more careful. 

One of our representatives will be glad 
to unfold this plan to you—or write today 
for complete details. There’s no obliga- 
tion, of course. Continental Coffee Com- 
pany, Inc., 371-375 West Ontario Street, 
Chicago, Illinois. 


CONTINE 
COFFEE 


America’s Leading 


Institutional Coffee 











as many of the foods as possible are used from the 
general diet with a minimum of additional substitutes 
to carry out the order of the doctor. Therefore the 
therapeutic dietitian now has an immense teaching 
duty. If the hospital maintains a training school for 
nurses and dietitians, she directs their theoretical and 
practical work in the therapeutic diets as a modifica- 
tion of the normal dietary. 

The therapeutic dietitian acts as consultant for the 
ward dietitian, inasmuch as both are dealing with the 
patients and the work should be closely allied. Where 
a medical school exists there should be the additional 
duty of cooperating with the dietetics instructor in 
presenting classes in practical dietetics. 

In hospitals that support training schools for nurses 
and dietitians, an instructor for the teaching responsi- 
bility is necessary. This teaching should be correlated 
with the therapeutic department. 

One of the greatest assets to a dietary department 
is a hospital! administrator who is sympathetic and co- 
operative with its needs. The present status of die- 
tetics, though established firmly as a profession, needs 
the cooperation, knowledge and ready understanding 
that you, as administrators possess. 


A Completion Test for Diabetics 

Note: This is a page from the “Diabetic Primer 
for Children,” by Ella: M. Coleman, Assistant Die- 
titian, and Alfred E. Fisher, Adjunct Pediatrician 
and Chief of the Children’s Diabetic Clinic of Mount 
Sinai Hospital, New York. 

“The purpose of this booklet is to give the basic 
facts about diabetes and its dietary management in 
such a form that a juvenile patient can correlate the 
material with his own knowledge and so insure more 
intelligent cooperation with his physician.” 

After the patient has studied the primer, results 
are checked by several tests. We are passing this 
one on to our readers with the hope that it may be 
of service to other diabetic clinics where teaching ma- 
terial is being organized. 

Directions: Write the word or words in the blank 
spaces which will complete the sentence, making it a 
true statement. 

1. The gland which manufactures insulin in our 


bodies is called the ..... Ce ae ‘ 
2. The doctor knows that we have diabetes when 
HECmINMS” coe euk esas in the urine and a 


sped acwok ue . blood sugar. 


3. The energy value of food is measured in terms 
Bh 644555046 — 

4. ‘There are two groups of carbohydrate foods 
Teer aN oe | Pee ery er 

5. All carbohydrate foods are changed to 


ake See eens in the body. 
6. The three most important minerals which you 


heed to-eat are . 4... cs She MUNG eae wets ak 
7. Milk contains two of these minerals .......... 
and . file Ss 5 


8. Vileesia. A CYL Coeht Te beet 7 ane EE 
9. One of the best sources of Vitamin Bis 
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a Se ere contains Vitamin C in large 
amounts. 

11. <A food which is rich in Vitamin D is ......... 

12. Water is useful in the body, although it has 
no caloric value because it helps the body 
EAD ie cco e ces soe ae 

13. Vegetables are especially important in a dia- 
betic’s diet because most of them obtain very 


We cin sen ass ¥ 

14. A 6 per cent fruit is a fruit which contains 
2 fer oe: 
grams of fruit. 

15. One gram of protein contains ........ eats 
calories while one gram of fat contaies 
rrr ree calories. 

16. 100 grams of 12 per cent fruit are equal to 
Pein s sio9 2k DO POT WORE PCRAG 05 oss 
of 15 per cent fruit. 

17. One egg is approximately equal to .......... ' 


grams of cream cheese, meat or chicken. 
18. Instead of 10 grams of butter you may use 
Pine sane grams of 40 per cent cream. 
19, Instilin is given as a medicine when the body 
does not make enough to use up the .......... 
which is eaten. 


20. Our food is weighed in ............ 

21. Our insulin is measured in ............ 

22. If you have an insulin reaction you should 
Cate pees eas MOT MUTATING Steck ao sesia ss 


23. In testing urine, if the color of the solution 
in the test tube changes from blue to yellow 
after boiling, it means ........... . When 
the color remains blue it means ............ 
If it changes to green it means ............ 

24. You might have an insulin reaction if ........ 


The Admission Officer... 


(Continued from page 24) 





ficer can be of material assistance to a specia! or social 
service department. 

Hospital management directed by business executives 
is the order of the times of the hospital world. With 
this advancement the admission officer is another new- 
comer to handle an important phase in hospitalization, 
plus many important odds and ends. The energy de- 
voted by him to just these odds and ends may relieve 
his director of many an annoying interruption which 
could detract the thought being devoted to even that 
highly important mass of data termed the yearly 
budget. 

Judging by the very exceptional complaint compared 
with the many letters of commendation received from 
the public reflecting their attitude toward Children’s, 
we are confident that our missionary work has been 
worthwhile. With this is the whole-hearted coopera- 
tion from our staff which alone convinces us of the 
practicability of a venture which in the beginning was 
in a manner regarded as an experiment. 


Presented at the Sectional Meeting of the American College 
of Surgeons, Denver, Colorado, April 7, 8, and 9, 1937. 
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Food Prices Lower in May 

» » May food purchase prices decreased 1.14 per cent 
from April price levels, according to the latest Grin- 
stead Food Price Index compiled monthly by R. N. 
Grinstead & Company, Inc., New York City. The 
drop was due to large decreases in the purchase price 
of fish, vegetables, salads and dairy products. Fruit 
prices were on the up grade, being 4.06 per cent above 
the preceding month and 3.09 per cent above last May. 
Poultry prices remained almost level, advancing only 
O1 per cent over April, but were 6.97 per cent over 
May of a year ago. Meats, fish, dairy products and 
groceries are all less than a year ago, with vegetables, 
salads, and fruit considerably higher. 

The Grinstead Food Price Index is based on current 
prices. paid by a selected list of institutions to pur- 
veyors. The index comprises prices actually paid for 
approximately one hundred articles of food, weighing 
according to the proportion of these different foods 
purchased each month, thus compensating seasonal 
fluctuations in consumption. Because it is based on 
the three determinants: (1) exact foodstuffs pur- 
chased, (2) actual prices paid, (3) monthly changes 
in proportionate ratio, then averaged, the Grinstead 
Index accurately gauges the average change in the 
real prices of foods purchased for public service. 

Evaluating the weighted average of food prices paid 
in January, 1934, at 100, the course of price changes 
during the last thirteen months has been: 


PRAT LA vans oretsysvees oa wausiseete oa tayo oisih hla, 100 00 
BUR. AUPE se Sesh oie ala te Gases endive ceo a Sete soe go' 115.02 
LES anette oe cen ae SS Se haere 117.22 
SPATE 27h hate artarsscieeibilo te eas oyare ats eyeuasw Srardsaawcane eelvaed eins 118.23 
PRR ASU etry oanc tea G aioe vel en eleoa Wats ee enere ee 118.96 
IRD EIDET es ate naa ete oboe amas Ris ee eee ee 119.42 
“CLC EC) oy ESN AV Ai ay ee aR Sea SUS MPa amr 118.14 
RW ERENT Scases aise cee RO re eee ae Oe nas 117.82 
VPS eres |) RAO car ee rer ea Oe errr er ag 118.15 
iigtilteta STOO IS deck Cae otias ee emits wae Posie eNS 122.12 
WeDEaG yc 1 Snt.shisie.cis estes Suite aren eam eat ens 121.63 
1 [cet Vi AIS SS dear em ea AR ted ee Pe rg 123.89 
PMR loc leet e sp isa arn eaeans oes a ee UOT 122.44 
IIe ee ete cic firs aw nal soreia is a slaty ® aleis bier. < 121.04 


The following table shows, in percentages, the aver- 
age change in May from the preceding month and 
from May, 1936. The proportion of the main food 
groups purchased last month is shown in percentages 
of expenditures. 





GRINSTEAD FOOD PRICE INDEX 


Prices paid in May, 1937, compared to: 


May, 1937 
Ap:., 1937 May, 1936 Percentages of 
PerCent Per Cent Expenditures 


Meat) ih. isaeeated — 74%  —11.32% 26.39% 
POUMEEY: aie ccs as soe Ae + .01 + 6.97 10.61 
PISA hata oe oa ere ee —5.37 — .39 8.49 
Vebetables: 2:5). okies —2.14 + 2.07 8.57 
‘SUES 7 RRS ane ieee et ae -, —6.52 + 8.50 3.15 
Seri) SUR e Aree Se mae +4.06 + 3.09 4.62 
Dairy Products..... —2.57 — 4.11 20.75 
GrOcenieS 4.00.60... — .29 — 3.77 17.42 








Change on Total 
(Weighted) .... —1.14% — 4.97% 100.00% 











Keep track of price changes by watching this Index, which 
appears every month exclusively in HOSPITAL MANAGEMENT. 
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KITCHEN-HOT MEALS 


Serve 50 patients in 15 minutes! Automatic ther- 
mostat keeps food at unvaryingly proper serving 
temperature. Exclusive features available only in 
Ideal—pioneers in equipment for hospital meal 
distribution. Write for new 1937 literature. 


FOOO CONVEYOR SYSTEMS 
Sound in Setomett gpilale 





THE SWARTZBAUGH MANUFACTURING COMPANY 
TOLEDO, OHIO, U.S. A. Established in 1884 
Distributed by The Colson Corp., Elyria, Ohio. Branches in principal cities. 








FOLEY Silver Washer ana Drier 
WASHES— DRIES— BURNISHES —STERILIZES 


5,000 per hour, flatware, small 
creamers, butter chips, compotes, 
etc. SPOTLESSLY CLEAN 
WITHOUT HANDLING. Also 
made in smaller units. 

PAYS INITIAL COST IN SIX 


MONTHS IN LABOR-SAVING 
ALONE. 


Write for full information. 


FOLEY - IRISH CORPORATION 
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A Central Supply System... 


(Continued from page 25) 





a central supply service, but not a central supply room. 
Unsterile supplies are in the central supply and sterile 
supplies are in the surgery. 

All the unsterile supplies, stock and miscellaneous, 
are procured from the central supply room on requisi- 
tions or as loans. Splints and fracture appliances, 
sideboards and restraining appliances, are stored in a 
room in close proximity to the X-ray and emergency 
rooms and are supervised by a technician of the radio- 
logical department, a man who can be reached im- 
mediately either by telephone or by the paging system, 
and who brings the fracture cart to the patient’s bed- 
side. Modification such as this seems advisable, as 
our physical facilities do not permit complete centraliza- 
tion. However, it is to a hospital’s advantage to have 
as complete centralization as possible. 

Daily floor supplies are ordered on requisition and 
approved by the director of nurses. In the central 
supply are issued all rubber goods including gloves. 
sheets, etc.; glassware; metalware; enamelware, and 
such supplies as needles and syringes for hypodermic 
trays. . Breakage, such as lamp globes and other items, 
is replaced on the exchange plan. On Monday, printed 
forms, stationery and paper goods are issued. The 
saving in systematic accounting of printed forms rep- 
resents a substantial proportion of the purchasing 
agent’s salary. On Tuesday, the weekly surgical, ob- 
stetrical, and floor orders are filled and the central 
supply stock replenished from the storeroom, A sep- 
arate loan supply is kept in the central supply. It in- 
cludes catheters, cast needs, electrical appliances, in- 
halators, isolation set-up, additional syringes and 
needles, and is available twenty-four hours a day on 
requisition. The complete list is being circulated. 
These are issued at night by the night supervisor. 

A monthly inventory of the loan and other supply 
is taken. Rubber goods are checked once a month for 
number, that is, standard of inventory; for condition, 
with a view to the necessity for replacement; and for 
marking, which may be done in a number of ways— 
either with stamp and ink or with silver nitrate pencil. 

Oxygen and carbogen are attached to the resuscita- 
tors which are permanently in the birth room and sur- 
gery. A supply of extra tanks is kept in a special 
storeroom and is available at night for emergency use. 
In this way, tanks are more easily accessible than from 
the regular storeroom. However, it is considered as 
part of our central supply. 

All sterile supplies and treatment trays are obtained 
directly from the surgery. Sterile dressings, bandages, 
gloves, towels, culture tubes, and all other sterile arti- 
cles needed: for the dressing trays are obtained here 
and are ordered on requisition sent to the surgery with 
the morning reports, after first passing through the 
office of the director of nurses for approval. These 
supplies are set apart for the various floors and put 
in bags in the afternoon, sterilized by the night sur- 
gical nurse and delivered to the floors by 7 a. m. the 
following morning. All sterilizing is checked by both 
Diack controls and Bristol clocks, and these are checked 
each morning by the surgical supervisor. I have a set 
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of forms showing how the dressings are charged and 
accounted for. It is the same as for narcotics. 

During the day the floor nurses call for other arti- 
cles as they need them. The loan supply includes 
hypodermoclysis sets, intravenous sets, transfusion sets, 
spinal puncture sets, tracheotomy set, solutions, etc. A 
special book is used to record issuance and return. 

The obstetrical department is equipped to sterilize its 
own materials, and procures only the unsterile supplies 
from the central supply. Owing to Dr. MacEachern’s 
laudable provision as to complete segregation of the 
obstetrical department, they do not rely on central 
supply, but have a complete line of equipment and sup- 
plies in their own department. Once a week, they 
order enough to bring their supplies up to standard, 
but do not use either unsterile or sterile loan supply. 

We do not have a central treatment-tray service 
such as is possible under the proposed ideal set-up. 
However, at the 1935 American Hospital Association 
convention, Sister M. Ernestine and Sister M. Borgia, 
of the Firmin Desloge Hospital, St. Louis, Missouri, 
gave a demonstration round table on central treatment- 
tray service. Catheterization trays and other trays are 
kept in the central supply room. Each week all un- 
used sterile articles are resterilized and each day the 
treatment trays are returned for sterilization. With 
the tendency toward the graduate staff nurses, they 
and other hospitals can maintain standards of technic, 
as under this plan each nurse does not have to care 
for the supplies in her own way. Such a system frees 
the supervisor of much effort in endeavoring to main- 
tain a proper technic. 

The Sisters pointed out that this plan improved their 
floor nursing service. We feel that even our modified 
plan has accomplished this for us. And yet, they con- 
tinued, student nurses were not deprived of valuable 
experience because they spent a certain period in the 
central supply. Our nurses get this with their surgical 
experience and under adequate supervision. As _ for 
installation and operation of this plan, the Sisters felt 
that it was a valuable enough service to warrant vacat- 
ing a patient’s room, if no other space was available. 
The Sisters used colored tags to distinguish various 
trays and services. We do not have so many that we 
need do this; marking and dating in pencil suffices. 
The Sisters described the return of trays and their 
preparation for use. They stressed that it should be 
done under careful supervision. With our graduate 
surgical staff, we feel that we have accomplished this 
in our hospital. 


Laboratory Service... 
(Continued from page 23) 





quotas to be shared by the hospital and the directors, 
as conditions may vary in different localities and with 
the size of the hospital. The details may be worked 
out by a friendly and mutually advantageous ar- 
rangement. 

By this scheme, wherein only the bare outlines have 
been sketched the small hospital may secure laboratory 
advantages and expert counsel closely approximating 
those of its sister institutions in the big city. - 
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INSTALLATION OF THE REVISED CURRICULUM FOR 
SCHOOLS OF NURSING 


» » » THE QUESTION confronting those of us 
who attempt to operate schools of nursing 
today is not primarily how shall we install 

the new curriculum, but are we willing sincerely to 
recognize the aims of education as they apply to 
schools of nursing? Is not our dilemma one of de- 
ciding whether hospitals can ever, unaided, assume 
the entire burden of educating nurses, rather than, what 
changes must be made so that our schools will con- 
form to the conditions of the new curriculum ? 

I daresay that most of us attending this convention 
have been unable to meet the optimum conditions of 
the 1927 curriculum. We have not been particularly 
distressed about that but today we have suddenly been 
made curriculum-conscious about the 1937 revision. 
The opinions of all groups concerned with the educa- 
tion of the nurse have been sought after and given 
publicity. These groups included physicians, boards 
of managers, hospital trustees, nursing school commit- 
tee members, and other interested laymen. Had the 
Committee on Education been as articulate in 1927 as 
it is in 1937 we would have known that there were 
educational objectives just as difficult of realization 
as those stressed in this decade. May I refer briefly 
to some of them? 

The clinical field should furnish an active, rich, and 
varied experience in Medical, Surgical, Obstetrical, 
Pediatric, Communicable, Out Patient, Public Health, 
and Psychiatric Nursing. How many of us have 
afforded this experience at the home hospital, or by 
affiliations ? 

Under conditions of life and work for students the 
statement was made in 1927, “There is general agree- 
men that eight hours of practical work per day is the 
maximum that can be required.” It was recommended 
that all classes come within these eight hours of work, 
and that the total of such hours be forty-eight hours 
per week. 

From the topic, “Teaching Equipment,’ may I 
quote: “To accomplish satisfactory results a school 
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should provide for its teaching comfortable, well- 
lighted, well ventilated classrooms and laboratories such 
as are found in all modern educationa! institutions.” 

The methods of teaching urged ten years ago includ- 
ed ward teaching: “There should be an adequate and 
systematic ward teaching program developed in every 
department where students are doing their practical 
work.” Still quoting from the 1927 revision, “The 
head nurses and supervisors who will be mainly re- 
sponsible for this teaching program must see to it that 
students know more than pathological conditions and 
curative measures, that they understand also the so- 
cial, mental, personal, and preventive aspects of the 
individual cases for which they are caring.” This is a 
large order in instruction and certainly calls for nurse- 
faculty members of sound preparation. 

These quotations furnish adequate evidence for 
critically minded nurse educators and hospital admin- 
istrators to convict themselves of faikire to meet 1927 
standards. We are not even traveling in the best horse 
and buggy when the Lincoln Zephyr is waiting to 
whisk us on our way. 

Now the concept of a school of nursing is changing 
so distinctly that we can no longer fail to recognize that 
it is not merely a service institution but that it must 
become a professional school if it is to survive. 

I do not believe that the chief interest of this group 
lies in the content of coprses, the time allotment, and 


placement of courses in the new curriculum, so much 


as in some practical questions relating to its instal- 
lation. 

Therefore may I list some of its standards that are 
not new to us, conditions that all schools striving to do 
an educational job have held as objectives for years. 

First of all it is concerned with selection of stu- 
dents capable of adjusting to society’s nursing require- 
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90% 
of ALL hospitals 
protect their babies with 
MENNEN Antiseptic OIL 


(Are YOU “among the missing?’’)* 


More than 2,500 hospitals with maternity departments have 
adopted Mennen Antiseptic Oil for routine nursery use, be- 
cause it does what doctors agree is the one most important 
thing in baby skin-care. . . it gives daily protection against 
germs! These hospitals use it for removing the vernix anti- 
septically and for the daily antiseptic oil rub. They report 
that it has aided materially in practically banishing impetigo 
from their nurseries—and in controlling this infectious skin 
disorder if it does appear. They say it definitely keeps 
babies SAFER! 

It is the only preparation we know of that provides ade- 
quate antiseptic protection for the skin and can be used 
safely day in and day out without fear of irritation or toxic 
effect. 

Mennen Antiseptic Oil is economical and pleasant to use— 
does not soil linen, washes out easily, leaves no greasy 
residue. 

*If you are not using Mennen Antiseptic Oil in your 


nursery, write for information as to how you, too, can test 
it. Address the Mennen Company, Newark, New Jersey. 


46 

















ments, individuals who continue to grow after the 
nursing course is completed. Hence it recommends 
an admission requirement of two years of education 
beyond high school. 

Secondly, since young women spending three years in 
a school of nursing have a course of study that chal- 
lenges real academic ability, a forty-four hour week 
for nursing students which includes all regular class- 
work is one of its conditions. This time schedule will 
permit the one and a half hours of outside study for 
each hour of classroom instruction that is recommend- 
ed. It permits leisure time to follow wholesome recre- 
ational pursuits. 

The number of hours of instruction is not so 
greatly increased over that advocated by the 1927 
curriculum that this should create difficulty in carrying 
the teaching load. 1,200 hours of teaching is advo- 
cated while the 1927 curriculum called for eight hun- 
dred and eighty-five hours. A large part of this teach- 
ing, however, is to be more logically moved to the 
wards. To carry the two or three hours a week of 
ward instruction that the new curriculum calls for 
teaching, head nurses must carry on continuous ward 
teaching. More intelligent supervision must be sent 
up, for good nurses can be developed only where stand- 
ards of hospital nursing practice are good. 

The new curriculum reiterates the necessity for ade- 
quate preparation of nurse-faculty members. This 
term, nurse-faculty member, includes every nurse who 
has an appreciable part in the instruction of students. 
Hence the pediatric supervisor who, according to the 
new curriculum is responsible for giving seventy-five 
hours of instruction to every student in the school, | 
certainly has an appreciable part in that instruction 
and is a nurse-faculty member. As such, she should 
be a young woman of university background with 
special post-graduate preparation for pediatric nurs- 
ing. And so the story might be repeated for the 
supervisor of Medical, Surgical, Obstetrical, Psychi- 
atric and Communicable disease nursing. 

The new methods of teaching are not the antiquated 
ones of having fatigued students sit passively taking 
notes from a lecturer who grinds out the same mate- 
rial year after year. Modern methods that challenge 
thought, inquiry, reference reading and articulateness 
are used. Discussion usurps much of the time for- 
merly given to lecture. The nurse-instructor and the 
physician who execute perfunctorily their teaching 
obligations do not fit into the new picture. 

To afford the reference reading for the enriched 
old courses and the additional new courses in sociology, 
the musty, out of date, pitifully few volumes that bore 
falsely the name of “reference library” will not fill 
the bill. Resources must be sought for a library 
worthy of the name. 

The student’s clinical course must be well-rounded. 
If there are deficiencies, affiliations must be sought in 
Psychiatric Nursing, Communicable Diseases, Family 
Health Work. 

A relatively slow introduction of new students to 
the care of patients is advised. 

The Curriculum Committee is preparing an outline 
of social and recreational activities, the importance of 
which cannot be over-emphasized in the development 

(Continued on page 52) 
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A TEACHING PROGRAM IN AN OUT-PATIENT DEPARTMENT 


WHEN PLANNING a teaching program 
in an out-patient department the following 
points should be kept in mind: 


» » » 


The student’s work in the clinics should supplement 
the clinical material in those services of the hospital 
which are inadequate to the educational needs of a stu- 
dent. For example, if the student is receiving an 
excess of surgical experience and an unsatisfactory 
amount of medical nursing in the hospital, the empha- 
sis in the student’s work in the out-patient department 
should be upon medical cases. 

The clinics of the out-patient department should 
broaden the horizon acquired in the special depart- 
ments of the hospital. For example, the prenatal and 
post-natal clinics should give broader vision to the 
students than they usually acquire in the hospital’s 
maternity ward. 

The out-patient department should acquaint the 
student with the various medical and social agencies 
of the community, with the facilities they afford, and 
with their ideals and projects. 

The student’s work in the out-patient department 
should acquaint her with the opportunities existing 
for nurses in the various public health nursing organi- 
zations. This will tend toward the extension of public 
health nursing, and will divert a portion of the flow of 
newly created nurses from the private duty field into 
other fields of professional activity. 

The assignment of students to an out-patient depart- 
ment should be during the third year of training, after 
practically all theoretical work has been completed 
and after the practical work in the special department, 
i. €., Operating room, obstetrics, pediatrics and diet 


Presented by Mrs. Borland at the Central Council for Nursing 
Education, Chicago, Illinois, April 19, 1937. 
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kitchen has been completed. Making this assignment 
in the third year will relieve the nurse-instructor in 
the out-patient department of the necessity of devoting 
time to the more elementary and basic subjects, and 
will permit her to devote all her energies to introduc- 
ing the student to the social phases of nursing. 

It would appear hardly justifiable to assign students 
to an out-patient department for a period of less than 
eight weeks. Although one month might serve as an 
introduction and stimulate the student’s curiosity con- 
cerning this new field of nursing endeavor, and for 
this reason be quite justifiable, it would appear that 
very little actual instruction can be accomplished in 
less than two months. Three months would, of course, 
be even more satisfactory, especially should there be 
no facilities available which would supply the student 
with affiliated work in outside organizations of a pub- 
lic health character. If the student is to have work 
with visiting nurse associations, child welfare associa- 
tions and similar organizations in addition to work in 
the out-patient department of her own hospital, it is 
then quite possible to plan a very good program for’ 
her in the space of two months. For example, in the 
out-patient department of St. Luke’s Hospital the 
nurses are rotated through the various clinics in the 
following order: One week in the examination room, 
one week in the ear, nose and throat clinic, one week 
in the surgical and genito-urinary clinic, three weeks 
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in which the day is divided equally between pediatrics 
and medicine, and two weeks in obstetrics and gynecol- 
ogy. The student has a special assignment to the 
orthopedic clinic, one day each week for six weeks, and 
it is the same day each week, in order that the same 
cases may be followed. 

The student nurses will gain little good from time 
spent in an out-patient department unless a competent 
instructor is definitely employed and assigned to under- 
take their orientation and instruction. It is hardly suf- 
ficient to leave the student to the tender mercies of the 
graduate nurse or the clinical worker in charge of the 
particular clinic. This nurse or secretary will be far 
too busy managing the routine work of the clinic, and 
giving service to the physicians to devote time to the 
instruction of the student. It is not enough for the 
student nurse to “see things.” What she sees must 
be interpreted to her. It is well to admit student 
nurses to the out-patient department singly or in very 
small groups, not more than from one to three on the 
same day. The nurse-instructor assigned to the out- 
patient department can in this way introduce to each 
new arrival, individually, the new field of activity she 
is entering. The nurse-instructor will explain the vari- 
ous routines of the clinic such as the admission of 
patients, their assignment to the various services, the 
routine of consultations, the manner of discharge. The 
necessity and value of accurate records and of orderly 
files will be impressed upon the students through indi- 
vidual instruction. 

In this out-patient department the nurse-instructor 
conducts a class for 45 minutes each day, five days a 
week. Immediately upon reporting on duty in the 


’ morning all student nurses on duty in the clinic join 


this class which is in the nature of a conference. At 
this conference some one student nurse delivers a 


Two exhibits completed recently by students in the Out-Patient 
Department of St. Luke’s Hospital. Left, baby bath equipment for 
$1.00; below, model equipment for milk formulae at $1.70. 
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report upon a definite assignment. This report will 
consume 15 minutes. The remainder of the class time 
will be taken up by questions and discussion, and by 
presentation of whatever topic the nurse-instructor 
considers feasible. 

Field trips should form an important part of the 
program in the student nurses instruction in this de- 
partment. The group in the St. Luke’s out-patient 
department makes a visit to some other institution or 
organization every other Saturday morning. The 
ensuing week’s program of reports may be built up 
around the material furnished by this trip. On alter- 
nate weeks the morning reports will relate to the work 
of the home clinics. 

To illustrate the manner of correlating field trips 
and the class reports: If the trip of the week were to 
the Morals Court or to the Juvenile Court, the reports 
for the class hour during the following week would 
be something like this: Monday, the relationship of 
home environment to behavior problems in children; 
Tuesday, the relationship of home environment upon 
chronic diseases ; Wednesday, the requisites of a good 
foster home; Thursday, accident prevention; Friday, 
prevention of industrial diseases; Saturday, case 
studies of certain of our own clinic cases upon which 
new light has been thrown by the visit to the court. 

Or if the trip were to the Illinois Social Hygiene 
Society, the class reports for the ensuing week might 
be something like this: Monday, a review of the cause, 
symptoms, diagnosis, treatment and prognosis of 
syphilis; Tuesday, a review of the cause, symptoms, 
diagnosis, treatment and prognosis of gonorrhea; 
Wednesday, social aspects of venereal diseases ; Thurs- 
day, the cost of treatment for syphilis as given in our 
own clinic; Friday, a discussion of the birth control 
clinic in the Chicago area; Saturday, the technique of 
the Wassermann reaction. 

An example of the class reports on alternate weeks 
might be as follows: Monday, a report on Hirsch- 
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sprung’s Disease illustrated by a case being treated in 
this clinic; Tuesday, Goucher’s Disease, a case study 
of one of our own patients; Wednesday, the technique 
and interpretation of E.K.G.; Thursday, demonstra- 
tion and practice in the taking and reading of blood 
pressures, blood pressures in this clinic being taken 
largely by the student nurses; Friday, a study of the 
Ewald Test Meal technique which will be used in one 
of that day’s clinics. The discussion of the technique 
will be followed by the interpretation of the results of 
the Ewald Test. 

It is very desirable that student nurses assigned to 
work in the various services of an out-patient depart- 
ment should be graded on their work just as carefully 
and conscientiously as they are graded on their class- 
room work in the school department or on their bed- 
side nursing technique on their ward assignments. 
Much time is wasted and opportunity for improvement 
of the student lost through failure to make her respon- 
sible for completing clinic assignments and for study- 
ing and reporting properly what she has learned about 
them. The work of the nurse-instructor may be made 
easier by the use of a grading or rating sheet on which 
she can record a grade or estimation of the student's 
oral report made in the daily class. These daily rating 
sheets, with us, play a large part in making up the 
grades and efficiency records given the students upon 
the completion of their clinical work. 

The nurse-instructor should take care that reports 
are not repeated in the morning class while the same 
group of students is in the department except as new 
material may come up relating to the case under dis- 


cussion. The nurse-instructor should take care that. 


assignments for reports are always given by the nurse 
in the clinic to which that particular report pertains, 
or if some nurse asks about a certain subject or is in- 
terested in some particular patient she should be 
assigned to report on that particular patient or subject. 
Unless the daily reports at the morning class arouse 
warm argument and discussion there is something 
wrong with the method of attacking the problem of 
instruction. 


It is good to have bookshelves in the room or by 
the desk where the daily conference is to be held. Ref- 
erence material should be allowed to accumulate in it. 
Students should be encouraged to contribute articles 
of interest. Such a bookcase should yield helpful ma- 
terial for the daily reports, although it should be, of 
course, regarded as merely supplementary material to 
the medica! library or the training school library. Dur- 
able folders should be employed in the classification of 
such reference material and a small file should contain 
an index. Many questions will be answered if they 
can be answered “on the spot,” which will be neglected 
if a trip to a distant reading room is required before 
the answer can be given. 


An important part of the student’s work while on a 
two month clinic assignment should be the writing of 
at least one exhaustive case study on some one patient 
in whom unusua! interest has been manifested. A 
home visit should be arranged for the nurse in order 
that she may see the subject of her case study in his 
home environment. The cooperation of the case 
worker is very essential to the success of this project. 
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Little can be accomplished unless the head of the 
social service department and the nurse-instructor are 
both interested in the student’s progress in the under- 
standing of the social aspects of the patient’s prob- 
lems. It is highly desirable that the social worker 
confer with the student both before and after the visit 
to the home in regard to the patient’s social problems 
and the solution of the same. A reasonable amount 
of liberty should be allowed the student in the choice 
of the patient who is to be the subject of the case study, 
but the nurse-instructor should see to it that eventually 
that patient is chosen who presents the best material 
for an exhaustive study. 

Valuable experience may be gained by the student 
nurses by assigning them to a certain number of home 
cases where they will take the responsibility of a 
definite piece of instruction in the home. The student 
nurse may teach a mother how to make milk formulae, 
or how to keep a record of feedings and of tempera- 
ture. The student may teach a diabetic how to take 
his insulin, or she may accompany the physician when 
he does a dressing for a patient of the clinic confined in 
his home. 

The study of family budgets should be stressed by 
the nurse-instructor. A knowledge of the cost of food, 
clothing and medical care is invaluable to the nurse. A 
survey of incomes and rents in the community which 
her hospital and out-patient department serves will! 
prove valuable beyond measure. The nurse-instructor 
should not only teach the student nurse but she should 
teach the student nurse in her turn to teach the family. 

The notebooks compiled by our students during their 
stay in the clinic indicate that they have had consider- 
able instruction in problems relating to the family bud- 
get. To illustrate: one lesson concerns the budgeting 
of a family of five—man, woman and three children 
aged 3, 5 and 13 years respectively. They are renting 
a four-room apartment in a low cost neighborhood at 
$25 per month, and our students’ notebooks show the 
manner in which this family is to be fed on an allow- 
ance of $45 per month. Quantities and costs of milk, 
fruits, vegetables, legumes, meat, eggs, fish, cereals. 
bread, fats, sugar and coffee are carefully recorded. 
In the preparation of this lesson the students have 
actually made repeated visits to the markets and stores 
of typical neighborhoods in order to learn definitely 
the way in which family marketing can be done to the 
best advantage. 

Another lesson from the notebook indicates that the 
students have estimated the cost of clothing and per- 
sonal! incidentals for this working man throughout the 
year ; they have estimated it at $5.68 per month. The 
mother’s clothing has been figured at $4.17 per month. 
The clothing allowance for the boy of 13 who is at- 
tending high school is estimated at $4.06 per month. 
The small boy and girl are permitted a budget allow- 
ance of $2.82 and $2.38 respectively per month for 
clothing. 

Additional lessons: indicate that the students have 
made studies in the cost of school supplies, household 
supplies, fuel and ice. Also their notebooks show 
studies in the cost of medical care and health and 
burial insurance. 

An interesting project recently completed by the 
students in this out-patient department was the mak- 
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ing of a model layette, which upon its completion was 
placed on exhibition in the pre-natal clinic. One table 
displays the baby’s sleeping outfit consisting of basket, 
mattress, rubber sheet, two quilted pads and two 
blankets. These materials were purchased and the 
articles made by the students themselves at a cost of 
$3.57. Another exhibit displays the baby’s clothing— 
a minimum layette consisting of two dozen diapers, 
three shirts and three gowns, supplied at a cost of 
approximately $5.50. The third. exhibit shows the 
baby’s bath equipment: enameled tub, towels, wash 
cloths and comb—all purchased by the students at a 
cost of approximately $1.00. In these exhibits tickets 
indicating the cost of the material are attached to all 
articles and the students take pains to discuss with 
prospective mothers the manner in which many sub- 
stitutions may be made in the preparation of the equip- 
ment, thus even further reducing the cost. 

The students have.also set up a model table for the 
preparation of milk formulae, the total expense of 
which is shown on the labels to have been $1.70. The 
students’ notebooks contain records of the manner in 
which these various outfits were made and summaries 
of the costs. 

When the student’s period in the out-patient depart- 
ment is- completed the nurse-instructor should file in 
the office of the training school an efficiency record 
and personality rating. This report should be based 
upon the valuation of the student’s oral reports at 
daily conferences, her written case study, her manual 
dexterity and alertness as evidenced in performing the 
various techniques such as the giving of test meals, the 
taking of blood pressures, the giving of hypodermic 
injections, ete., and upon her ability to establish the 
proper professional relationship with doctors and pa- 
tients. This report should remain a part of the 
student’s permanent record in the school office. 


Revised Curriculum... 
(Continued from page 46) 





of a young girl into a gracious woman. An extra-pro- 
fessional life, including sports, and physical education 
which contributes to the health program; musical 
and literary activities under the direction of a social 
director enter into the preparation of the nurse of 
tomorrow. 

Since there is no Aladdin’s lamp for most of us we 
will not metamorphose by magic into a school of the 
type pictured. We must remember that changes come 
slowly and must be soundly based. They will re- 
quire sound financial planning. 

A satisfactory nursing service that will. permit 
this curriculum to operate wi!l demand three basic 
safeguards. ; 

First—A permanent graduate staff in sufficient num- 
bers to insure stabilized service at all times. 

Second—Well qualified personnel to direct the care 
of patients and the education of nurses. 

Third—Sufficient non-professional personnel to car- 
ry on routine housekeeping and non-nursing duties. 

What will the future be? Would that I were the 
Solomon who knew! How valuable such a one would 
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be to nurse educators who are milling in circles 
hoping by some happy accident to be cast from the 
present into some future where the solution has been 
reached. ._ This I do know, that we must accept with 


our reason and with sincerity that the aim of a nurs- 


ing school is education. Previous to this we have 
heard the words but not really applied them to our 
schools. This I also know, that we must face. the 
situation squarely and decide whether or not to run a 
school. Those institutions that honestly know that 
they approach the conditions suitable for operating a 
school of nursing should study carefully the new 
curriculum. If they see promise of educational growth 
in the future they should set objectives, perhaps a sort 
of three-year or five-year plan, which they can rea- 
sonably count on their school achieving. After the 
hospital has decided in favor of operating a_ rea! 
school its board of trustees or governing board should 
devise a plan for financing the school on a budget 
separate from the hospital budget. There is no more 
reason that a hospital should support entirely a school 
of nursing than it should support a medical school. 
Who then ought to stand the expense of educating 
the nurse? 

Certainly the student should to the extent that stu- 
dents in other professional schools do. This she is 
already doing in part by her service in the hospital 
wards. This service, however, in the new regime will 
not pay entirely for her education. Perhaps the other 
part of the expense of her education she should meet 
with tuition. Still there will remain a third portion 
of the cost of the expense for it is known that all 


professional education costs more than student fees 


cover. Certainly there is no valid reason why nurses, 
who upon graduation are engaged largely in public 
service, should carry a greater proportion of the cost 
of education than do other professional students. 

Who then will bear the third portion of the ex- 
pense ? 

Perhaps if it is a hospital schoo! of nursing the 
hospital will do so from the endowment fund or gifts. 
We do not treasure the illusion that a magic fairy 
wand can be waved to secure financial support from 
this source. However, if the public is made aware 
that teaching hospitals meet different needs to those 
that are purely service institutions there may in the 
future be some contributors to the educational work 
of hospitals. 

Those schools that already have some college or 
university connections should engage in persistent effort 
to educate university authorities about the changing 
picture of nursing education and its right to share 
from the same exchequer that supports in part other 
professional schools. 

Progress report on the proposed Program of Studies for 
Nursing Schools, Bulletin A-I and Bulletin A-IT. — : 

Bulletin prepared by the Central Curriculum Committee 
of the N. L. ot N. E., which was Summary of Replies 
from Discussion Groups and Collaborating Schools. 

Standard Curriculum for Schools of Nursing, N.L.N.E. 
1927, pp. 8-44. . . 

Stella Goostray—Plan for the Installation and Operation of 
the Curriculum. Forty-second Annual Report of the National 
League of Nursing Education, 1936. 

Sister John of the Cross, R.N.—Preparation of the Nurse 
Today and Tomorrow. Pacific Coast Journal of Nursing, 


_ March 1937, pp. 150-156. 
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THE ANESTHETIST’S NOTEBOOK 
By BEN MORGAN, M.D. 


This is the fourth of a series of discussions of the problems 
and theory of present-day anesthesia administration and prac- 
tice. Individually, these discussions will furnish welcome guid- 
ance for every practicing anesthetist and student-anesthetist. 
Collected in notebook form, they will comprise a valuable hand- 
hook for everyday use. 


» » Reflex activities are the vital forces which make 
up that part of a patient’s reactions to the effects of 
the anesthetic and operative procedure. It is the dis- 
play of these reactions that the anesthetist must inter- 


‘pret in the guidance of the anesthetic. There are many 


reflex activities going on in normal life which continue 
throughout the narcosis. The changes caused by the 
anesthesia are theoretically very simple but are not all 
detectable by casual observation. A few reflexes are 
in such evidence that they are hard to miss, such as: 
the lid reflex, the reaction of the pupil to light, oscilla- 
tion of the eyeballs, divergence, laryngeal spasm, cough 
and diaphragmatic spasm from phrenic nerve. 

However, other vital activities such as those of liver 
cells, small pyramidal cells of the cerebrum, the 
Purkinje cells of the cerebellum, the medullary centers, 
the spinal cord, and sympathetic ganglia may not be 
so readily observed. Only by comprehensive study and 
thorough laboratory follow up of the patient is there 
the hope of profiting by even a long anesthetic experi- 
ence to such an extent that potential changes in the 
functions of these organs can be estimated. 

There must be some relationship between the normal 
reflexes existing in the patient as he goes to surgery 
and that same patient under anesthesia. For example— 
an extremely nervous and excitable patient, unless 
properly premedicated will not only have an uneven 
induction but will continue a relatively stormy course 
throughout the anesthetic. In ether anesthesia most 
patients do show a spasm stage similar to the stimula- 
tion stage of alcohol. In this period ether is antago- 
istic to the action of sedatives. Inductions with gas 
carry patients through this zone with less of its dis- 
turbing manifestations. 

During the stage of anesthesia from the onset of 
analgesia through the period of stimulation, the eye- 
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balls wander, the pupils dilate, but still react to light, 
and the conjunctival and corneal reflexes are present. 
The muscles of the body are rigid and movements of 
the feet, hands and head are observed. Then, as the 
struggle subsides a quietness is noted in which the 
active reflex signs are all relatively lessened. With the 
onset of narcosis, movements are lessened and _ the 
pupils are smaller. The lid reflex is absent, pupil small 
or slightly dilated but still responds to light, the eye 
balls oscillate and when both eyes are observed, there 
is distinct diverging strabismus, the chest movement is 
increased, the breathing becomes deep and rhythmic, 
the abdomen is quieted, the abdominal muscles are 
relaxed and a general flushing of the skin is observed. 
If the anesthetic is continued with sufficient ‘dosage, 
the patient will go on into collapse and in general will 
show widely dilated eyes, centrally fixed, first a slow 
regular respiration, then jerky with characteristic 
crowing irregular sighs, the blood pressure will drop, 
the pulse rate will increase and blueness, if present, 
will be the result of obstruction. The cause of this 
obstruction will be the relaxation of the throat muscles 
and the weight of the tongue with a possible accumula- 
tion of mucous preventing free airway. Reflexes are 
lost in the following order: lid, conjunctival, pupillary. 
corneal, laryngeal, pharyngeal, rectal, vesicular, peri- 
toneal, genital and patellar. Ether also has a depressing 
effect on the respiratory and circulatory centers. In 
deep ether narcosis, the respirations will cease before 
the circulation. Ether also depresses the reflex heat 
regulating center, lowering the temperature and causing 
the patient to approach a poikilothermous condition. 
Ether in itself does not cause blueness even in the 


deepest anesthetic. The flaccid appearance of a patient 


with the widely dilated non-responsive pupils is a clear 
indication that the patient is too deep in anesthesia. 
The correction for the return to active reflexes is by 
ventilation. The use of drugs is of little value in oyer- 
dosed ether patients. Sometimes, however, they should 
be treated with stimulants for the heart and respiratory 
centers and plentiful addition of carbondioxide oxygen 
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for support. In the absence of adequate apparatus, a 
good artificial respiration technic, such as the Sylvester 
method, should be employed. 

As is shown by this description, the patient’s reflexes 
have made an extreme excursion from that of normal 
activity at the beginning through the stimulation stage, 
and then the quiet or semi-quiet proper surgical stage 
in which no reflexes are absent except the lid and 
those necessary for operating such as skin, muscle joint 
reflexes, etc. From this stage we have seen that the 
patient may proceed into a distinct depression phase in 
which all reflexes seem to slow down to such a point 
that death may result. ‘This fulfills one definition of 
death—‘‘Cessation of reflex activity.” It is not difficult 
to identify the changes in the reflex mechanism in the 
big sense, that is, a patient in a spasm zone and light 
anesthesia is never confused with the patient that is 
flaccid and without reflexes, but the trick comes in 
judging the finer levels of the anesthesia. 

Such questions arise as, “When is the patient deep 
enough for a minor operation, or a simple appendix, or 
an appendix with adhesions, or an appendix with acute 
peritonitis, or the removal of a gall bladder?” It is 
these finer sub-divisions that tax the best judgment in 
the interpretation of reflex activity. It is most ex- 
tremely important that a good estimate of the depth of 
anesthesia or the interpretation of the depression of 
vital forces be well in hand in order to protect the 
patient from danger. 

We have given the above “ether picture” as a stand- 
ard to which all inhalation anesthetics check. Gas anes- 
thetics in general do not so readily depress the circula- 
tory and respiratory centers. Nitrous Oxid produces 
only a slight degree of reflex depression and except for 
the widely dilated pupils, which do not, respond readily 
to light, is so closely followed by asphyxial signs that 
little study can be made of its effects. 

Ethylene approaches ether more closely and gives for 
its important reflex syndrome slightly dilated pupils, 
soft pulse and soft respirations with relaxation of the 
muscles of the face out of proportion to the relaxation 
of the abdominal muscles. This relaxation causes a 
misinterpretation of the degree of anesthesia since in 
ether when the jaw muscles are relaxed, the abdomen 
is usually in the same condition. In our experiments 
on laboratory animals, we found an increased intra- 
cranial pressure which caused an added relaxation of 
the muscles supplied by the cranial nerves, thus, we 
believe, explaining why we could have a relaxed jaw 
muscle with Ethylene while the abdominal muscles 
were still too rigid for facile operative procedure. We 
do not wonder that the original workers with Ethylene 
misinterpreted this important reflex phenomenon and 
reported perfect surgical anesthesia with Ethylene. 

In Cyclopropane, still another reflex picture pre- 
sents itself—the eyes appear extremely active, the lids 
may open and close and the face is flushed, probably 
from the excess oxygen as well as dilatation of the 
peripheral blood vessels. The constrictor muscles of 
the throat relax allowing the tongue to fall back and 
interfere with breathing, the respirations slow up in 
volume and rate, the abdominal muscles become quite 
well relaxed but not to the extent of ether anesthesia, 
and the extremities, especially the feet, may seem to 
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be less anesthetized than the body as a whole. The 
reflex arcs from the cord are apparently not equally 
anesthetized. It is not uncommon for movement of a 
foot or of the eye balls to occur while the abdomen is 
satisfactory to the surgeon. It is rare to obtain a 
sufficient depth of anesthesia with Cyclopropane for 
rough manipulation of the common bile duct and 
diaphragm region. Thus we take it that the reflex arcs 
from the cord are somewhat individual in their response 
to Cyclopropane anesthesia. 

Anything which interferes with normal reflex ac- 
tivity before the anesthetic starts will alter the inter- 
pretation. The kind, the amount and the type of 
premedication given to the patient should be well under- 
stood by the interpreting anesthetist. The patient's 
general condition as to nervousness, acuteness of the 
abdomen, muscle tone, character of the operation, 
hemoglobin and metabolic rate are also important con- 
siderations. 


Examination Before Anesthesia 


» » In view of the customary lack of an adequate 
record of examination of the patient to establish his 
physical ability to withstand an anesthetic, a decision 
by the Kentucky courts, as quoted in the Journal of 
the A. M. A. (106:23; 2030, June 6, 1936) is of in- 
terest. It is particularly significant that the case in 
point was removal of tonsils, the type of case in which 
it is rather rare to find any record of the genera! 
physical condition of the patient. , 

In the case under discussion the evidence tended to 
show that the plaintiff, the father of the patient, in- 
formed the defendant physician that the patient had 
recently recovered from influenza and that he had 
had “rheumatic fever” and a “rheumatic heart.” In 
spite of this information, it was contended that an 
anesthetic was administered and that the surgeon, a 
specialist in diseases of the throat, proceeded with the 
operation, both without sufficient physical examination 
and that the patient died from the effects of the 
anesthetic. Decision of the lower court was rendered 
against both the anesthetist and the surgeon, but the 
court of appeals reversed this decision insofar as the 
surgeon was concerned, leaving a verdict against the 
anesthetist. 

This decision should be of particular interest to hos- 
pitals. Although the hospital was not included in the 
suit it miglit well have been and it is very questionable 
what the decision would have been. Al! hospitals re- 
quire that a report of preanesthetic examination be 
attached to the record before any anesthesia is com- 
menced, yet in few cases of tonsil operations is this 
rule enforced. Whether the hospital is legally neg- 
ligent or not may be debatable, but certainly there is 
a moral responsibility and there can be no doubt that 
it would be a safer policy to require that the report 
of preanesthetic examination be properly completed. 
This is particularly true when the anesthetic is admin- 
istered by a nurse who is an employee of the hospital. 
A little forethought often saves a life and occasionally 
prevents legal difficulties. An ounce of prevention is 
worth a pound of cure. 
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RELATIONSHIP OF THE RECORD DEPARTMENT TO THE 
HOSPITAL FROM VIEWPOINT OF RECORD LIBRARIAN 


» » » TIME AND AGAIN reference has been 
made in different speeches and papers to 
the record department of an institution as 

the hub of the big “hospital wheel.” It seems to me 

as a record librarian that, from the point of view of 
records, no better simile could be employed to express 

the relationship of this department to the hospital as a 

whole. 

The hub of any wheel must be made of sturdy ma- 
terial, for the strain of the wheel falls thereon. Each 
portion of the hub’s surface is very meticulously meas- 


‘ured, and, evenly spaced, a spoke is fitted into its 


particular groove, extending therefrom to the rim of 
the wheel. The rim of this wheel represents the oper- 
ation and management portion of the hospital; the 
spokes, each department. With this simple picture in 
mind let us analyze its details a little more closely. 

The meticulous measurements and grooves in the hub 
of the wheel represent the careful organization of the 
record department itself. Each of the other depart- 
ments in the hospital fit into the record department’s 
program, and in turn the record department fits into 
theirs. There is a constant pressure from the rim of 
the wheel on each spoke as the wheel goes around, the 
turnover if you will, and the pressure from each spoke 
is relayed to the record department. 

Now the average wheel is so well built that the 
pressure of the rim on the spokes is uniform. This 
ought to be so in connection with the “hospital wheel” 
of which we are speaking. Let us take our whee! 
spoke by spoke and determine the relationship of each 
to the record department. It seems fitting that the 
admitting office should be the first mentioned. Here 
such things as delay or error or omission in relaying 
the first-hand information of the patient causes this 
particular spoke to weaken and the result is felt in 
the record departmerit when attempting to adjust itself 
to the situations mentioned. In some hospitals there 
is an exchange of data between the record office and 
the admitting office which tends to act as a stimulus to 
prompt and accurate service rendered to each other. 





Presented at Meeting of Association of Record Librarians of 
Maryland. ; 
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Unlike the old adage that “a good beginning some- 
times means a bad ending,” a good beginning in a hos- 
pital record usually results in a record worth using 
or filing, and a bad beginning spreads like “leaven in 
the lump.” This spoke of the wheel seems almost a 
part of the hub itself. 

The next spoke could well represent the physicians 
of the staff, for from them must come to us, or from 
us must go to them, the history of the patient. Since 
the records form the very substance of our existence 
as record librarians, it is with the staff that they begin 
or are enlarged upon as determinative medical records. 
A weakness in this particular spoke would make the 
wheel turn in a hit-and-miss fashion, but what a way 
to have to travel. Each jog of the turnover is felt in 
the hub and weakens it for better service. The matter- 
of-fact record, the incompleted portions of the history, 
faulty diagnoses, omissions of signature, all of these, 
little things apparently, are weaknesses in this spoke 
which need repair, to say nothing of the delay of the 
write-up of the record. On the other hand the record 
department’s relationship to the doctor means much 
when it comes to a matter of writing medical papers, 
doing research, applying for membership or fellowship 
to one or another society. In this manner the support 
from the hub is usually felt even though the spoke be 
weak. , 

The out-patient department or dispensary might wel! 
be portrayed at this point of our analysis, for many 
times our patient’s record has been begun before his 
entrance into the admitting office, and this record is 
needed from the out-patient department for all or 
any factors which might aid in treating the patient for 
his present ailment. Once more a substantial support 
is needed here, and this support may be determined in 
terms of promptness in transferring the record to the 
in-patient department, and in accuracy and complete- 
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This sketch is reproduced from an article in Heating, 
Piping and Air Conditioning, June 1936 issue, by 
G. Richard Ohmes and Arthur K. Ohmes. It is a 
diagram of an air system", with Carbondale Refrig- 
eration, installed in the 


Cornell Medical College 
New York City 


It is believed that this may be considered 
as one of the first air conditioning instal- 
lations in a hospital. 


Since 1899, when this system was installed, 
Carbondale has made many successful 
refrigeration installations, not only in hos- 
pitals, but in all other fields. Carbondale 
has also won wide recognition as builders 
of air conditioning equipment that is effi- 
cient, economical and thoroughly reliable. 


Regardless of the size or location of the 
hospital or the rooms that are to be air 
conditioned, Carbondale engineers stand 
ready to confer with you, and to explain the 
new and better Carbondale features, 
without obligation. 


“Described in Engineering Record, October 5, 1901 
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ness of the records rendered. Too many times the 
importance of these factors in enhancing careful and 
specific diagnosis are not uppermost in the minds of 
those who are dealing with, shall I say, only out-patient 
records, but life or death, and the delay or the inac- 
curacy may be fatal to the patient. 

Two more spokes of relative importance are the 
laboratory and the x-ray departments. The former, 
perhaps, of the two makes the first contact with the 
patient. Be that as it may, there are records of vital 
importance to be relayed, in some institutions to the 
record department as well as to the ward or floor where 
the patient is located. And delay, loss, or confusion 
tends to weaken the structure in question. Where the 
record department is responsible for placing these re- 
ports on the charts, the hub suffers the strain of the 
laboratory’s weakness. Practically the same thing 
holds true in regard to the latter, the x-ray depart- 
ment. All reports should be rendered, and rendered 
without delay. Inaccuracy of identification data on 
such records should not be, and the exactness of med- 
ical terminology ought to be without reproach. 

The spoke of surgery might fall here in the sequence 
of this analysis. The relationship that exists between 
the record department and this service is one that is 
paramount. With the advance of modern surgery 
giving care to minutest details, the record librarian 
must be ever aware of the types of omissions or errors 
that have heretofore been prevalent on surgical records. 
To adjust or combat these difficulties takes time, pa- 
tience and perseverance. It may mean nothing io the 
surgeon to make no mention of the right or left, the 
posterior or anterior, the type of procedure or tech- 
nique, but it means everything to those who consult 
the record for further information at a later date. It 
may mean nothing to the surgeon to delay the write-up 
of the operation for twenty-four hours, but it may 
cost the patient his life if post-operative developments 
arise and cannot be coped with intelligently for lack of 
information. Surgical values can be measured only 
in terms of surgical records’ efficiency, and that effi- 
ciency in turn is measured by the American College of 
Surgeons’ standards. And who is the humble servant 
striving to uphold these standards to the best of her 
ability under all types of circumstances? None other 
than the record librarian and her department. A 
weakness of this spoke may permanently damage the 
rim if allowed to exist over too long a period of time. 


We might go on and reiterate in detail the analysis 
of each spoke, but suffice it to mention a few more of 
importance such as the training school and nursing 
service, the eye, ear, nose and throat, the dental, and 
the obstetrical departments, each playing its important 
part of support from the rim to the hub. The same 
type of factors of inefficiency as portrayed heretofore 
in connection with other departments would mark their 
structural weaknesses, all of which would hinder the 
smooth running of a medical record department. 


I might pause here to refer specifically to the record 
department of our particular institution, and perhaps 
it will better illustrate how this “hub” idea became 
impressed upon my mind. First of all, the record 
office is more or less a melting pot for all types of 
departmenta! medical records. Every conceivable med- 
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ical record comes to the record office, whether in- or 
out-patient work and from here it is filed with the 
history of the patient. We have a full time staff of 
seven physicians, excluding interns, and in each doc- 
tor’s office is an in- and out-patient file for records 
where the current records of each service are kept. In 
the case of outside physicians the records are filed with 
the charts on the floors. 

From our training school angle there are various 
things in which this “hub” idea prevails. The identifi- 
cation data of our admission record is not taken by the 
admitting office, but is done in duplicate form by the 
floor nurse, and the original sent on through the inter- 
mail to the record department. Two years ago a class 
in “Hospital Records” for nurses was incorporated into 
the training school curriculum in which, along with a 
general course in medica! record orientation, the nurses 
are taught how to take admission records and how to 
compile the charts. Inasmuch as the greater part of 
the clinical records are on file in the doctors’ offices, the 
nurses come to the record office to do case studies, or 
experience records, and it may fall to the lot of the 
record librarian to aid the nurses in finding reference 
material in the physicians’ library. The out-patient re- 
ceiving desk is just across the hall from the record 
office and the student nurses on duty are taught to use 
the card index file and place the case numbers on the 
request forms for the records needed for this service. 
The record office further meets the needs of the train- 
ing school after nurses have been graduated when they 
are applying for entrance to some post-graduate course, 
for the statistical data covering their period of training 
must be rendered to the director of nurses by the rec- 


~ ord librarian. 


One could add to this the various summaries and 
reports rendered to the business office, the abstracts and 
reports rendered to the patients, and much could be 
said of relationship of the record librarian to the hos- 
pital from a legal point of view. 

Now the hub itself is a supporting agent and, as 
first mentioned, should be made of sturdy material. 
The strain on this particular part of the wheel is 
constant. Sometimes it is great, sometimes less, de- 
pending on the turnover of the rim under its load. 
Besides the incoming records from the various de- 
partments of the hospital, the record office must be 
the center of exchange. It must produce and repro- 
duce the sum total of all these records and fix them 
for intelligent service at all times. Just so far as the 
spokes of the “hospital wheel” bear equally their share 
of the load can the record department render both them 
and the rim the support they all need. This support 
may be interpreted in terms of records, statistical data, 
or research endeavor, but it emanates and is expected 
from the record department. 

A wheel, however, is not of much value as a wheel 
unless it is coupled with other wheels. So it is in the 
medica! profession, one wheel is joined to another, 
and this is done by means of an axle. The axle of 
the wheel in this particular instance, since the axle 
joins hub to hub, represents the Association of Record 
Librarians, which joins hospital to hospital as they 
have never been joined before. It is true that the 
various associations as the American College of Sur- 


HOSPITAL MANAGEMENT, July, 1937 


partment and professional 


AUTHORITATIVE —approved of the 
by the A.H.A. and A.C.S. Approved 
Write for new price list and Hospitals 
samples of forms in which in the U. S. 
you are interested. Ask about use our 
our money-saving assorted Service! 
lot plan. 








OVERCOME 
RISING COSTS 


by adopting 
STANDARDIZED FORMS 


Due to increased 
costs of paper and 
printing, P-R Stand- 
ardized Forms 
now make BIGGER 
SAVINGS than ever 
for your hospital. 
And still further sav- 
ings are possible 
through our AS- 
SORTED LOT 
PLAN. Our forms 
are printed in large 
quantities—you get 
the PRICE ADVAN- 
TAGE. 





Over 800 Standardized Forms 
84% 





service in both large and 
small hospitals and are 











Physicians’ Record Co. on 


STANDARDIZED 


The Largest Publishers of 
Hospital and Medical Records @) 5404) 
161 W. Harrison St. Chicago, Ill. ere 


f 
eS em Se eee mere GO OS kee 





aVigelesy 4 


- 
: PHYSICIANS’ RECORD .CO., Dept. B7 j 
| 161 W. Harrison St., Chicago, IIl. j 
: (J Send me new price list of standardized forms, 1501 B. j 
1 Send me “Hospital Organization and Management,”’ by Dr. M. T. j 
L MacEachern, price $7.50 plus postage. i 
i] (1) Send me “American & Canadian Hospitals,’’ price $10.00, plus gy 
| postage (Ready July 15). 1 
CP Mi IED GOON ook vig 5ond co ien bse cacccens ade tesbess : 
URS Se pierre tre ee, Pen Wace aR ae Se Bee PerC rr rr Are Hospital J 
; PMMA UNON CRN C0 ob ¢-brivid's 8 C bce On eed ee te em eared Re canes Title } 
i PORE ane ore dpa aoe bare nde eas os he COLES AA OE Ee eG 4 
I 

Ada ce wade iacaexiteaha pies ne anew ho _ SUM ee Ee CRE ee 
: 1 











te 

















geons, the American Medical Association, the Ameri- 
can Hospital Association, the Catholic Hospital Asso- 
ciation, the American Protestant Hospital Association, 
etc., have placed hospitals on a par with each other 
through their several ratings, but the intimate com- 
munication of the record librarians through the associa- 
tion contact has joined hospitals in a common purpose, 
a friendly endeavor of cooperaticn, and a sympathetic 
understanding of a vast project of which we are a part. 

The wagon itse!f represents the medical profession. 
It has harnessed its teams of horses, its various asso- 
ciations, as those above mentioned, and they pull side 
by side and all together. The wagon moves with the 
turn of the wheels, and the medical profession moves 
steadily on in its endeavor to meet the needs of suffer- 
ing humanity. 

What a noble work confronts us as record librarians, 
to share our lot with such an unselfish profession. As 
we follow the routine of a day with its events, how 
many of us pause to think when we write up the birth 
certificates in the birth record book, or catalog the 
birth records, of another little life that is bringing 
happiness and joy, or sorrow and pain, or even remorse 
to some home; of another little life that must meet 
the reality of it all some future day and decide for 
itself.the philosophy it will choose; of another little 
life that has begun to die, as all mortals do on being 
born into the world. How many of us pause to think 
when indexing a death certificate, of the frailty of 
human life; of a soul that has passed on; of a home 
that is sad or glad, or one perhaps with no home to 
care; of another one released from or relieved of life’s 
responsibilities. 

The medical record almost has a soul. It is a living 
thing; a document of a struggle for existence; a docu- 
ment of a human being to which class we all lay claims. 
Some day such a record, if not already yours, may be 
kept of you. Would you want it handled in the man- 
ner you handle records? Would you want the things 
said about it you say about some? Live with the rec- 
ords in your department, and make them a part of you. 
Let them become friends with you as you would a good 
book. They tell a story, a human story, and each one 
has its own particular interest and influence. 


Medical Record News 


» » Mrs. Edna K. Huffman, Medical Records Li- 
brarian at St. Joseph's Hospital, Chicago, and a past- 
president of the A. R. L. N. A., has resigned her posi- 
tion, effective July 1. She will be succeeded by Miss 
Inez Byars, R.R.L., of St. Luke’s Hospita!, Marquette, 
Michigan. During the past two years Mrs. Huffman 
has conducted a very successful school for medical 
records librarians at St. Joseph’s Hospital and this will 
be continued by Miss Byars. Mrs. Huffman has been 
appointed Medica! Records Librarian at Grant Hos- 
pital, Chicago, and will organize a new school in that 
institution. 


» » Miss Lillian Erickson, R.R.L., Member of the 
soard of Registration of the Association of Record 
Librarians of North America has resigned her posi- 
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tion as medical records librarian at City Hospital, 
Akron, Ohio, and July 1st began her duties in the 
same capacity at Children’s Hospital, Milwaukee, Wis- 


consin. 


» » The Arrangements Committee with Mrs. Frieda 
N. Tranter, Medical Records Librarian, Children’s 
Hospital, Chicago, IIl., chairman, is making elaborate 
preparations for the pleasure and comfort of the dele- 
gates to the ninth annual convention of the Associa- 
tion of Record Librarians of North America to be held 
in Chicago, October 25 to October 29. It is not too 
arly to begin to make plans so that it will be possible 
for you to attend this session which promises to have 
an exceptional program. Program Chairman is Miss 
Jennie Jones, Medical Records Librarian of Maryland 
General Hospital, Baltimore, Maryland, and President- 
elect of the Association. Mark the dates, October 25 
to 29, with a red circle on your desk calendar. 


Account Collection... 
(Continued from page 17) 





is in dispute. A signed contract in cases calling for 
fixed periodic payments is all right, but the ordinary 
promissory note I think sometimes has a negative 
psychological effect. 

I do not think there is much disagreement among 
us as to the advisability of transferring the patient 
of doubtful credit to low priced accommodations or 
the free ward if we have one. If our investigations 
and interviews indicate that he cannot afford the 
better accommodations, he should be transferred. This 
is a general rule only; there are exceptions. For 
instance, [ recall a recent patient, an elderly man 
who had been for many years a leader in the public 
and business life of his community. Financial re- 
verses of the last few years had wiped him out com- 
pletely. He had many friends who would visit him in 
the hospital. Many of them did not know his true finan- 
cial condition, and it would have greatly humiliated 
him, and would have embarrassed them, had he been 
placed in a free ward. He was given a good private 
room, and was told privately that it was done in rec- 
ognition of his past service to the community. I 
believe it paid the hospital, as an act of courtesy, to 
do this. 

I wotld like to throw in right here for discussion 
an idea that I have always had about this “free ward” 
and “‘free bed” business. I do not like the idea of 
there being a free ward, or free beds, designated as 
such. I do not even like the idea of the hospital 
personnel knowing who are free and who are pay 
patients. They do not know in the hospital I am 
trying to manage. Human nature being what it is, 
the free patient is likely to get some slight neglect 
that he is not entitled to if everyone who waits on 
him knows he is a free patient. Once we admit a 
patient, he should be treated just the same whether 
he is free, part pay, or full pay. And it helps a lot 
if the hospital personnel know nothing about his finan- 
cial status. 
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MAINTENANCE 


» » » IN DISCUSSING the topic of main- 
tenance, four sub-topics have been assigned, 
the first of which is “What is the most 

desirable way of getting repairs done and keeping the 
plant in good condition?” The depression from which 
we are emerging has very definitely divided hospitals 
into two groups, namely, those who did not have suf- 
ficient funds to adequately maintain their plants, and 
those who were so fortunate as to be financially able 
to realize the importance of the old saying, “A stitch 
in time saves nine.” Within the next several years 
hospitals in the first group may, through heavy ex- 
penditures, bring their plants up to the level which 
they formerly maintained, but their ultimate cost will 
be greater than that of those institutions who have kept 
their plant in good condition and who have had the 
added advantage of “a well kept house” during the 
intervening years. 

In order to bring about the most desirable situation, 
namely, one where repairs are made at the very earliest 
opportunity, it is essential for superintendents to im- 
press upon their boards the advisability of having 
available for immediate use a sufficient amount to cope 
with minor repairs instantly, rather than “to be dis- 
cussed at the next meeting of the board.” Once a small 
sum is appropriated in this manner, a sufficient number 
of people should be provided with a simple memo- 
randum form for reporting needed repairs. The in- 
ternal organization of the hospital will, of course, de- 
termine who shall originate such requisitions and in 
what manner they shall be cleared in the form of work 
orders to the maintenance men. Such daily observa- 
tions coupled with a periodic inspection for the express 
purpose of locating items of repair should very defi- 
nitely make available for consideration such repairs 
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as are needed in the institution. If the director or 
superintendent of the hospital does not consult with 
the maintenance foreman from this point on in the 
determination of the order in which these repairs sha!l 
be made and their relative importance, then the super- 
intendent is depriving himself or herself of expert 
knowledge which should prove very valuable. This 
same theory holds good in the types of paint which 
shall be used, types of lumber, brick, cement, pipe and 
other maintenance materials. Employees hired for the 
maintenance department should be interviewed by the 
maintenance head, thus permitting a complete control 
by the maintenance foreman over his men and ma- 
terials. 

The second topic involves a question of whether the 
cleaning of walls and ceiling should come under the 
maintenance department, and in addition the best 
method of cleaning walls. A rather extensive study of 
this subject, in light of the fact that we are considering 
transferring this function to the maintenance depart- 
ment at our institution, brought up the following con- 
siderations. The only objection to having wall wash- 
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ing under the maintenance department is the necessity 
of preparing some workable scheme whereby the order 
of rooms to be washed is determined by the superin- 
tendent of nurses rather than by the maintenance 
foreman. 


All other factors point toward the maintenance fore- 
man as the logical individual to assume the responsi- 
bility of proper wall washing. He knows paints. He 
may have severa! different types of paints on the walls 
in various rooms and corridors. Since no two types 
of paints respond equally to the same methods and 
wall washing preparations, it is essential that some 
individual in the organization develop, through experi- 
ments, the most satisfactory program of labor and 
materials to be used. Furthermore it gives the main- 
tenance foreman an opportunity to be in closer touch 
with the respondency of paints to washing. It permits 
a more accurate control over volume of work done 
where two or more wall washers are used, and it re- 
lieves the nursing department of this responsibility. 


There are two methods of cleaning walls, namely, 
hand methods and machine methods. Within the past 
two years there has been a great development in ma- 
chine methods of wall cleaning. Where a large wall 
space is to be washed, machine methods will ordinarily 
be much faster, the results will be just as satisfactory, 
and the attendant “clutter-up” will be greatly reduced. 
Where the area to be cleaned is small or interrupted 
by many pipes, doors, windows, pictures, radiators, wall 
plugs, telephone boxes, the extra economy is reduced 
in proportion to the number of obstructions. In the 
sponge or hand washing methods there have been 
recent developments in the use of paper products in 
substitution for the conventional sponge. 


The third topic deals with the best method of treat- 
ing wooden, linoleum, rubber, and terrazzo floors. 
With approximately 3,000 waxes, 400 soaps, hundreds 
of detergents, and literally thousands of combinations 
of soaps, alkali and detergents, there seems every rea- 
son to believe that from a national point of view there 
does exist a difference of opinion on what constitutes 
the best. 


Time does not permit a detailed discussion of each 
of these products and barely allows a review of the 
base items in the various classes. Soap is a combina- 
tion of oil or fat together with an alkaline material 
in a varying degree. All soaps are either neutral or 
built up in nature. The neutral group contains no 
excess of alkali, whereas the built up soap may con- 
tain any degree of excess desired. Alkalis include 
trisodium phosphate, soda ash, modified soda, caustic 
soda, and caustic potash. Detergents which we com- 
monly know as scouring powders and cleaners contain 
silica sand or quartz, volcanic ash, or other similar 
substances. All preparations designed for cleaning 
purposes whether in liquid, powder or granular form 
revert to one of the types mentioned above, namely, 
soaps, alkalis, or detergents. Floor waxes are varying 
proportions of carnauba wax, beeswax, paraffin wax, 
seresine wax, petroleum, and small amounts of various 
gums such as shellac, with carnauba or beeswax as the 
usual base. Of these carnauba wax is generally ac- 
cepted as the better base. 
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Recent United States Navy specifications call for 
the use of carnauba wax on all navy planes, this wax 
having been chosen after extensive tests as the one 
having the greatest protective features to the fuselage 
and wings of the plane. The solvents used in liquid 
waxes include naphtha, gasoline, turpentine, kerosene 
and water. All liquid waxes are of either the solvent 
or emulsion type. Generally speaking, a preparation 
which will successfully clean marble or tile is not 
desirable for cleaning wood, linoleum or cement. Heavy 
alkali preparations will in time cause honeycombing 
of a marble surface and a swelling of linoleum. In 
general, cleaning preparations must be accompanied 
either by strong arm or strong alkali methods. Only 
in the case of strong arm methods is the surface saved. 
It is desirable to set up a definite cleaning formula for 
each type of surface. The National Association of 
Floor Manufacturers is both willing and able to sup- 
ply, upon inquiry, detailed facts in connection with the 
adequate preparation of new floors for use and sub- 
sequent maintenance of these floors. Machinery meth- 
ods bear investigation, even in the smallest hospitals, 
since there have been definite statements of savings 
made by superintendents of hospitals in the 20 to 50 
bed group. If stated routine in the maintenance of 
floors is of value it is equally essential that each new 
employee be trained and subsequently observed by the 
housekeeper to make sure that such routine is being 
carried out properly. Ordinarily the cost of all clean- 
ing compounds used in a year’s time by any hospital 
is infinitely small when compared with the capita! out- 
lay represented in floors of all types. A small pre- 
mium paid to insure one’s self that he is in possession 
of the type of cleaning material which secures the 
desired results and which, at the same time has no 
damaging influence to the floors, will be the cheapest 
insurance policy that any hospital has ever purchased 
for any purpose. This naturally leads to this conclu- 
sion. Within the field there are nationally known or- 
ganizations whose products have been proven by ex- 
tensive laboratory tests as well as by the manufacturers 
of floor coverings. These organizations do not repre- 
sent a trust for the “fleecing” of innocent buyers but 
rather a protection against “fly-by-night” companies 
who hope to make only a single sale in each institution 
of a product which while sold at a slightly lesser price 
is prepared at an excessive lower cost. 

The fourth point has to do with advisable methods 
in recording frequency of painting and wa!l washing, 
durability of paint, and abrasive qualities of wall wash- 
ing materials used. Needless to say, where the number 
of rooms is large, where the types of paints used are 
different, and where more than one man is employed 
for this type of work, records setting out the facts 
are highly essential. Some paints have a very long 
life, and while simplicity should be the keynote in any 
record, the data recorded should be sufficient to sup- 
port any claims made whether it be to the board of 
trustees, competitive paint salesmen, or auditors. Such 
a record while involving a certain cost to operate is 
very helpful in analyzing the relative merits of differ- 
ent paints and cleaning compounds, and frequently 
justifies what might otherwise be construed as a friend- 
liness toward the products of a certain company due to 
superficial likes of a certain salesman. . 
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Venereal Disease ... 
(Continued from page 16) 





2. That, if the patient becomes delinquent in treat- 
ment, his name and address be reported ; 


3. That the health department have authority to fol- 
low delinquent patients and enforce treatment ; 


4. That the health department have the authority to 
trace sources of infection with the concomitant 
authority to examine the suspect if necessary ; 


5. That the health department have authority to 
enforce hospitalization should this be essential 
as a means of prevention and treatment. 


Enactment of laws does not offer any serious prob- 
lem in the United States since, in practically all the 
states of the union laws already enacted provide for 
most of the requirements enunciated above. But if 
there is to be success, the laws must be enforced and 
in this the hospital will play an important part in assist- 
ing to secure public support which is so necessary to 
enforcement. Citizens of the United States are, if 
possible, even more jealous of their rights as individ- 
uals than the British, and some authorities question the 
possibility of ever being able to enforce legislation for 
the control of venereal disease. The American nation 
is, however, made up of a thinking people who will 
support any regulation which they believe to be de- 
sirable and necessary. Reporting and proper control 
of other communicable diseases has been made effective 
without the necessity for any drastic action and in the 
control of venereal disease, the difficulty should not be 
much greater. 


Diagnosis and Treatment 


An essential provision for the control of disease is 
accurate diagnosis. For syphilis the dark field ex- 
amination and serodiagnosis are regarded as the most 
reliable; for gonorrhoea, examination of a smear. At 
the present time some provision is made for sero- 
diagnosis in all but one state*; in five there is a charge 
for the service or it is available only for the indigent. 
Dark field examination is available for private patients 
in twenty-one states. 

While the hospital laboratory can, in practically all 
cases, accurately carry on the technique of serodiag- 
nosis it is recognized that this is economically an un- 
sound practice. Existing state facilities should, there- 
fore, be enlarged or new laboratories established to 
relieve hospital and other small laboratories of the 
work and expense entailed. Moreover, since diag- 
nosis is as much a public health measure as for other 
communicable diseases, the necessary procedure should 
be carried on without charge. 

As regards dark field examination and smears for 
gonococcus, the work can be carried on equally well 
in either the state or the local laboratory. Since cost 
is not influenced by the bulk of the work and the avail- 
ability of the facility is of such importance, the local 
laboratory should be prepared to render this service. 

As with other diseases, treatment must be provided 
for two classes of people, those who are able and will- 
ing to pay for it and those who are not. With other 
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communicable diseases it has not been necessary to 
require that those in the paying category !eave their 
own physician, nor should this be necessary with 
venereal disease. So long as they carry on adequate 
treatment the health department need not be concerned, 
but, if they become delinquent the constituted author- 
ities must be prepared to take action, regardless of the 
financial or social status of the patient. For those 
who cannot or will not pay, the state must provide 
treatment facilities and these must be organized and 
conducted in such a manner that no stigma is at- 
tached to the fact that the patient is availing himself 
of the means provided for restoration of his ‘health. 

Only a small percentage of venereal patients, whether 
pay or free, will require admission to hospital. The 
vast majority will remain ambulatory and of these an 
enormous proportion will be treated in clinics. Here 
again is a clear duty of the hospital. The New York 
report, previously mentioned, recommends that all 
clinics be attached to hospitals, a recommendation which 
is even more applicable to the smaller city or town. 
This is particularly appropriate in the case of the 
venereal clinic since there is no other place in which 
the patient can attend the clinic with as little fear of 
stigma. Moreover, facilities of organization, medical 
staff, trained personnel and equipment are all available 
without duplication. Greater efficiency can be secured 
for the greatest number at less cost. 


The Economic Aspect of the Problem 


Undoubtedly a great dea! of the cost of diagnosis 
and treatment wil! appear in the hospital expense ac- 
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count, but the problem is one of public health and the 
hospital should be reimbursed. Throwing the cost 
where it belongs, on the community in general, is also 
sound policy from the point of view of the success- 
of the campaign. The most certain means of securing 
support for any project is to show the citizen that his 
finances are affected. In this regard, the statements 
made in a report on the Prevalence, Incidence and 
Trend of Syphilis* is pertinent. The United States 
Bureau of Census states that there were, on an average, 
18,700 cases of general paresis under treatment in 
1933. These are a late manifestation of syphilis and 
their support is a direct charge against the taxpayer. 
The fact that early diagnosis and treatment will cost 
the country infinitely !ess than permanent care of the 
mentally and physically disabled should be strongly 
emphasized. The situation has been aptly summed up 
by Surgeon General Parran, who, after an extensive 
study of the facts, makes the statement that more tax 
money is being expended in the maintenance and treat- 
ment of the victims of syphilis than it would cost to 
make the disease as rare as it has been made in 
Sweden®. The taxpayer should be shown that the 
choice lies between voluntarily investing in an under- 
taking which will certainly pay big dividends or con- 
tinuing to be forced to “pay for a dead horse.” 
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PUBLIC MEDICAL SERVICES by Michael M. 
Davis. $1.50. University of Chicago Press, Chi- 
cago, Illinois. 

The editor, who prepared the section on Medical 
Services for the Committee on Economic Security ap- 
pointed by President Roosevelt in 1934, has incorpo- 
rated some of that report in the present more extended 
treatment of the subject. The types of public medical 
service are reviewed under four main headings, viz., 
general medical care for dependent persons, hospital 
care for dependent and other persons, medical care for 
special groups and medical care for dependent and 
other persons for certain diseases and conditions which 
are infused with a public health interest. While the 
work is essentially a consideration of tax supported 
hospitals, the voluntary hospital is included insofar 
as it is concerned in rendering public medical service. 
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